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TILNEY & RILEY 


Form and Functions 
of the Central Nervous System 


An Introduction to the Study of Nervous Diseases 


The new third edition of this famous text will be ready Sept. Ist. Recent studies have classified the 
structure and functions of certain parts of the nervous system requiring a thorough revision of the 
work to present today’s concepts. The book has been condensed somewhat, giving it greater useful- 
ness and making possible a lower price than heretofore. Throughout the text an effort has been 
made at greater simplification. Typical of the achievements which will be appreciated by physicians 
and students alike is the new presentation of the gross description of the cerebellum and its subdivi- 


Send orders to 


J. A. MAJORS COMPANY 


NEW ORLEANS DALLAS 


Physicians everywhere are invited to attend the Post Graduate Medical 
Assembly of South Texas. Meeting to be held in Houston, Nov. 1, 2, 3. 


. 
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era sions. A new edition of “Tilney & Riley” has been awaited for several years. All teachers of neurol- ee 
egy and neuroanatomy will want to see it. 
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NOW READY! 


NEW 


EDITION 


SOUTHERN MEDICAL JOURNAL 


SECOND of 


Changes and Additions 
In New Second Edition 


New discoveries in functional pathology, etiol- 
ogy and prevention and cure of diseases are 
almost of daily occurrence. These new discov- 
eries have been introduced into the present 
text—after having first been tried and proved. 
Prominent among the new material in the Sec- 
ond Edition of Meakins’ “PRACTICE OF 
MEDICINE” are the following: 


SULFANILAMIDE THERAPY—The chapter on 
“Infectious Diseases Conveyed by Parenteral 
Inoculation”’ has been enriched by a clear dis- 
cussion of Sulfanilamide Therapy—the amounts 
to be given, the toxic effects—and the results 
obtained. 


APPENDICITIS—Appendicitis, omitted inten- 
tionally from the First Edition, is covered in 
detail. After giving the etiology of acute 
appendicitis, Meakins covers the incidence. 
classification, pathological anatomy, symptoms 
and signs, diagnosis, prognosis, and t 


MARIJUANA--The drug that is occasioning 
so much concern is covered for the first time 
in this new edition. 


DISEASES OF INTESTINAL ABSORPTION— 
Twelve additional pages have been added to 
the chapter on ‘‘Diseases of the Gastrointestinal 
Tract’ to cover diseases of intestinal absorp- 
tion, such as Celiac Disease; Nontropica) 
Sprue, Tropical Sprue; and Megalocolon with 
Steatorrhea. 


NUTRITIONAL EDEMA—This new inf 


Meakins’ 


PRACTICE 
MEDICINE 


(The Practice that is Illustrated) 


By JONATHAN C. MEAKINS, Professor of Medi- 
cine and Director of the Department of Medicine, Mc- 
Gill University. SECOND EDITION. 1413 Pages, 
521 Illustrations, 43 Plates in Colors. PRICE, $12.50. 


Thoroughly revised and enlarged by the addition of new and im- 
portant text matter and more illuminating illustrations, the new 
Second Edition of Meakins’ popular book on “PRACTICE OF 
MEDICINE” is now available. Just off the press, this volume 
offers you the most up-to-date and practical coverage available 
today in the field of practice. 


Meakins’ “PRACTICE OF MEDICINE” is DIFFERENT! Ie is 
not merely a collection of medical essays, but a contribution to 
medical literature that correlates the physiological, biochemical and 
pathological aspects of disease and presents the physician in prac- 
tice with a newer summation of medical procedure. Meakins’ 
book is one of those rare contributions that mark milestones in 
medical progress. It differs from other books on practice in these 
important respects: 


1. It is ILLUSTRATED. No other text on practice is so pro- 
fusely illustrated. The new Second Edition contains 521 illus- 
trations, including 43 plates in colors. 


2. It approaches the study of disease from the standpoint of clini- 
cal pathology. 


3. Its arrangement is according to symptoms—beginning at the 


lips and covering the entire body, system by system. 


4. It is strong on diagnosis and sound on treatment. 


5. It is charmingly written. 


tion is contained in the chapter on ‘‘Dis- 
eases of Nutrition’. 


PROTOMINE ZINC INSULIN—The chapter 
on “‘Diseases of Metabolism” by E. H. Mason 
has been carefully revised. Protomine Zinc 
Insulin—a method of prolonging the action 
of insulin—is included for the first time. 

Extensive changes appear in many of the other 
chapters. Space does not permit recording all 
these. It is suffice to say that the book has 
been gone over from cover to cover—im- 
Proved—enlarged—and brought up-to-date. 


SMJ-10-38 
THE C. V. MOSBY COMPANY, 


3525 Pine Bivd., St. Louis, Mo. 


Gentlemen: Send me the new Second Edition of MEAKINS’ “PRACTICE OF 
MEDICINE”, charging my account. The price is $12.50. 


Dr, 
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‘CAPROKOL’ JELLY, FULL STRENGTH 


NEW AND CONVENIENT 


I—In the treatment of vaginal protozoal in- CALOMEL OINTMENT, PHENOL 1:80, 
festations N. F. ZONE OF ZONE OF 
INHIBITION mm. _ INHIBITION 
mm. 


2—In the treatment of non-specific leukorrhea ; . 
‘Caprokol’ Jelly is definitely 

: germicidal. This cup plate 
3—As a germicidal lubricating jelly demonstrates its germicidal 
activity. Zone of inhibition 
4 mm. Illustration one- 
fourth actual size. 


4—As an antiseptic jelly for general appli- 
cation 


‘Caprokol’ Jelly is supplied in three-ounce collapsible 
tubes with and without convenient syringe-type vaginal 
applicator. Send for detailed literature. 


Pharmaceuticals S H A aa - & O H M E Mulford Biologicals 


PHILADELPHIA BALTIMORE 


| 
Supplied with detachable label 
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MEDICAL BOOKS IN THE NEWS 


Now 
Completely 
Rewritten and 
Reorganized 


This popular standard text on Urology 
has been completely rewritten. It is, in 
fact, a brand new volume, every para- 
graph of which is strictly up to date! 
There are 750 illustrations of which more 
than 100 are brand new. There are 12 
useful, beautifully reproduced color 
plates. Important chapters on “Urology 
in the Female”, “Urology in Chil- 
dren” and “Neurogenic Dysfunction of 
the Bladder” are included. This is the 
only textbook in which these condi- 
tions are treated independently as en- 
tities of importance. $10.00 (slightly 
higher in Canada). 


NEW 4TH EDITION 
UROLOGY 
By 


Doctors Eisendrath 
and Rolnick 


Daniel Nathan Eisendrath, M.D., is Consult- 
ing Urologist to the American Hospital, 
Paris France. Harry Charles Rolnick, M.D., 
is Attending Urologist to the Michael Reese 
Hospital, Chicago. 


Most 


Comprehensive 
Practical Study 
Ever Published! 


Offers an unbiased, informative descrip- 
tion of the diversified conditions included 
in proctologic practice, and covers every 
phase of the subject. It emphasizes the ap- 
plication of the procedure to the patient— 
not the patient to the procedure. 487 illus- 
trations (mostly originals) crisply picture the 
author’s wide clinical and surgical experience. 

Dr. Bacon’s text describes the various 
methods of examinations. Diseases are de- 
tailed, giving Definition, Etiology, Symp- 
toms, Diagnosis, Medical and/or Surgical 
Treatment. Particular attention is given to 
Hemorrhoids and to Tumors, including in- 
fectious, benign and malignant tumors of 
the sigmoid and rectum. 855 pages. Com- 
plete bibliography. $8.50. 


ANUS, RECTUM 


AND 


SIGMOID COLON 


Diagnosis and Treatment 
By 
Harry E. Bacon, M.D. 


F.A.C.S., F.A.P.S., Assistant Professor of 

Proctology, Temple University School of 

Medicine; Associate in Proctology, Gradu- 

ate School of Medicine, University of Penn- 
sylvania. 


Introductions by W. Wayne Babcock and J. P. 
Lockhart-Mummery. 


J. B. LIPPINCOTT COMPANY 


Washington Square 


Philadelphia, Pa. 
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*A Squib) Trade-mark. 


AMMONIUM MANDELATE 
sQuIBB—the first product of its kind to 
be supplied in compressed tablet form 
—is more agreeable and convenient to 
administer than liquid preparations. 

It is more economical to use than the 
ketogenic diet since dietary restrictions 
and hospitalization usually are not nec- 
essary. Furthermore, it can be used in 
conditions where the diet is contrain- 
dicated, such as gout, gastric or duo- 
denal ulcer, diabetes, arteriosclerosis, 
and biliary tract disturbances. 

Ammonium Mandelate Squibb is a 
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CONVENIENT 
AGREEABLE 
EFFECTIVE 


very effective urinary antiseptic. It is 
indicated in the treatment of acute and 
chronic cystitis, pyelitis (pyelonephri- 
tis) , and other infections of the genito- 
urinary tract—particularly colon bacil- 
lus infections. 
NEW—FEnteric-Coated Tablets 
—Ammonium Mandelate Squibb 
(Mandamon*) is now available in 
5-gr. enteric-coated tablets in bottles of 
200 and 1000. It is also supplied in 
plain tablets of 7 gr —bottles of 200 
and 1000 and 3% gr.—bottles of 100 
and 500. 


ALSO AVAILABLE 


Serenium*—An antiseptic dye of high purity and uniformity—bacteriostatic in action. 
Useful in pyelitis (pyelonephritis), cystitis, prostatitis, and gonorrhea. May also be used 
after a course of treatment with Ammonium Mandelate Squibb. Serenium is supplied in 
boitles of 25, 50, and 500 chocolate-coated tablets of 0.1 gram each. 


Nitrazine*—A sensitive indicator—quick and accurate. With it one can determine 
whether the urine has an acid, alkaline, or neutral reaction and to approximately what 
degree. A few drops of the urine are applied to a Nitrazine strip for comparison with a 
color chart. Nitrazine is available (with color chart) in paper strips, 100 to a vial, 10 vials 
to a box, and in 0.1 per cent solution in dilute alcohol in 4-0z. and 16-0z. botiles. 


For literature write Professional Service Department, 745 Fifth Avenue, New York 
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You Wouldn’t Prescribe 


When the vitamins A and D are speci- 
fically required, the remainder of the 
cod—including the fatty bulk in cod 
liver oil—becomes a superfluous ac- 
cessory. 

Freeing cod liver oil vitamins of the 
unnecessary fatty portion assures 
higher potency in smaller dosage, more 
pleasant taste, easier ingestion, and 
enhanced convenience. 

White’s Cod Liver Oil Concentrate 
is a rich source of the natural cod liver 
oil vitamins A and D, standardized by 
careful bio-assay, and supported by a 
mass of clinical evidence. 

White’s Cod Liver Oil Concentrate 


A WHOLE CODFISH! 


is available in three specialized dosage 
forms: 


LIQUID—for infant medication—each two 
drops represents the vitamin content of 
not less than one teaspoonful of cod 
liver oil.* 


TABLETS—for children and adults—each 
tablet represents the vitamin content of 
not less than one teaspoonful of cod 
liver oil. 


CAPSULES—for larger dosage—each cap- 
sule represents the vitamin content of 
not less than four and one-half tea- 
spoonfuls of cod liver oil. 


WHITE LABORATORIES, INC. 
113 North 13th Street, Newark, N. J. 


*U.S. P. Minimum Standard 


COD LIVER OIL CONCENTRATE 


DROPS EQU, 
TEASPOONFUL 


LETS 
moted—not 
advertised to 
the laity 


EACH TABLET EQUALS 
1 TEASPOONFUL 


CAPSULES 


EACH CAPSULE EQUALS 
45 TEASPOONFULS 


> 
| | 
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IN FOOD VALUE 


It’s Nutrient Content 


Tie values of an infant food can 


PROPERTIES OF 


KARO only be judged by composition. Other- 


Uniform composition wise gross errors in infant feeding occur. 


Well tolerated : 
pap When you consider that volume for 


Readily digested 
Non-fermentable 
volume, Karo Syrup furnishes twice as 
Chemically dependable 
Bacteriologically safe many calories as a similar sugar modi- 
Hypo-allergenic 
Economical fier in powdered form, you realize how 
* strongly saturated Karo is in calories 


COMPOSITION OF of maltose-dextrins-dextrose. 


aan Infant feeding practice is primarily 
Dextrin......... 50% the concern of the physician, therefore, 
iis ....... 16% Karo for infant feeding is advertised to 
hitiiom..... 1% the Medical Profession exclusively. 
Minerals......... 0.8% 

KARO 
EQUIVALENTS 
40 grams 
120 cals. 

28 grams 


— 
90 cals. 
1 teaspoon.... 15 cals. Y 


ltablespoon... 60 cals. 


FREE ¢o Physicians only: 
Convenient Calculator of Infant Feeding Formulas; accurate, instructive, helpful. On 
receipt of Physician’s prescription blank, giving name and address, the Calculator will be 
forwarded. Write Corn Products Sales Co., Dept. S-10 17 Battery Place, New York, N. Y. 
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O INFANTS whose digestive capac- 
yg and strength have been sapped 
by hot weather upsets, Dryco can bring 
help of vital value. 


To help rebuild depleted tissues, Dryco 
modifications provide ample protein. 


To safeguard against recurrent upset, 
they provide a moderate fat level. 


To assure tolerance, particularly by very 
young or markedly asthenic infants, 
Dryco is more readily digestible. 


This readier digestibility, a result of 
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the Just roller process of drying, per- 
mits a return to the full maintenance 
ration more rapidly than is usually pos- 
sible with fluid milk formulas. 

In recovery from diarrhea, in severe 
malnutrition, or in convalescence from 
infection, the Dryco modification is 
started at one-third regularly recom- 
mended strength, and increased to full 
strength—in most cases within a week. 
OA handy vest-pocket infant feeding sched- 
ule, embodying this successful feeding 
procedure, will be gladly sent on receipt 
of coupon. 


- - - - - - - - - - 5 
Tue Borpen Company 

Prescription Products Dept., Dept. Y-108-D 

350 Madison Avenue, New York, N. Y. 

Please send copies of the Dryco Infant Feeding Schedule. 


Name. M. D. 


Street 
City —_— State. 
Check here to receive samples of DRYCO J 
Special DRYCO 0 
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Predominant in the treatment of malaria for 
more than a century 


“In sum, quinine is still of most proved value in the 


treatment of malaria.” 


Handbook of Therapy, American Medical Association, 
Eleventh Edition, p. 264, 1937 


LITERATURE ON REQUEST 


MERCK & CO. Ine. Manufacturing Chemists RAHWAY, N. J. 
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ates, The circle chart shown above 
demonstrates clearly the loss 
in sunlight’s Vitamin D value* 
—and traces the mounting 
threat of rickets** which accompanies the 
sun-weak months. 

Insidious because too often its symptoms 
are not readily discernible, rickets develops 
secretly now, frequently becomes estab- 
lished before winter really starts. It flares 
up during January and February—reaches 
its peak in March, recedes but slowly dur- 
ing April and May, is prevalent even dur- 
ing June and July. 


Rickets thrives on accumulating defi- 
ciencies of Vitamin D. Present conditions 
foster it. To protect against rickets, fore- 
handed physicians prescribe Viosterol 
during the present sun-poor months. 


Grounded on intensive clinical research 
and the satisfactory results obtained by the 
rank and file of individual physicians, 
Foundation-licensed Viosterol has demon- 
strated its efficacy continuously since 1928. 


Please send information on the Foundation- ‘ 


Licensed VIOSTEROL of 
Abbott CO Mead Johnson | Address 
Parke-Davis Squibb Winthrop | Gity.... 
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WISCONSIN ALUMNI RESEARCH FOUNDATION 


MADISON, WISCONSIN 


72.3% OF SUN’S VITAMIN 


Concentrated and tasteless, it is easy to 
administer to the infant or growing child. 
Equally well it serves the mother during 
pregnancy and lactation. 


Foundation-licensed Viosterol is a reli- 
able antirachitic, dependable in its Vitamin 
D potency, uniformity and efficacy. It is 
produced by pharmaceutical houses of un- 
questioned integrity—Abbott, Mead John- 
son, Parke-Davis, Squibb and Winthrop. 


*Based on Laurens’—“Physiological Effects of Radiant 
Energy,” p. 44. 

**“Six Years Clinical Experience with Viosterol,’’ 
Shelling and Hopper, Page 165, Bulletin of Johns 
Hopkins Hospital, Vol. LVIII, No. 3, March 1936. 


SMJ 1038 
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“AMPHOJEL ‘CONTROLS 


‘NIGHT PAIN | 


IN “ULCER PATIENTS 


Amphojel is superior to Alkalies in the 

management of Peptic ulcer. 

Amphojel fits perfectly into the diet-antacid 

treatment and provides more comfort for 

the patient. 

It may be used in large doses for an in- 

definite period of time without ill effects. 
Peptic ulcers heal with greater Tapidity. 


AMPHOJEL 


A colloidal suspension cf aluminum hydroxide. It is free flow- 
ing and palatable, being flavored with a trace of peppermint. 


JOHN WYETH & BROTHER, INCORPORATED, PHILADELPHIA, PA. 


& 
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AMPHOJEL 
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ALUMNA GOL 
Alumina flavored 
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ONE OF A SERIES OF COR- 
RESPONDENCE EXCHANGES 
WITH PHYSICIANS ABOUT 
KNOX GELATINE. 


The Glycine Content of KNOX GELATINE 


A physician writes, “Pertaining to Glycine—glycocoll NH, CH,COOH 
—gelatine contains large amounts of Glycine. I feed a great deal 
of Knox Gelatine to patients suffering from fatigability—‘muscle 
exhaustion’—with very good results in conjunction with the admin- 
istration of 15 to 30 grams of Glycine given daily. Glycine is rather 
expensive to patients— about eight dollars per pound. I wish to know 
the percentage of Glycine in your best grade Knox Gelatine so I may 
substitute more liberal feedings of Knox Gelatine and cut the pure 
Glycine dosage down to a lower and more economical level.” 


The KNOX GELATINE LABORATORY 


Replied as Follows: 


“THE KNOX MILK STIR” 


Thank you, Doctor! You are right about 
Knox Gelatine. Increasing amounts of it 
are being fed in asthenic conditions. Knox 
Gelatine contains 25% of amino-acetic 
acid (Glycine). Goodly amounts can be 
fed in soups, broths, and other recipes to 
supply amounts of Glycine in this palat- 
able gelatine form which isso economical. 
Perhaps the simplest way to feed it is as 


Place the contents of 4 envelopes of Knox Gelatine 
in an ordinary drinking glass. Add 4 ounces of 
cold milk and allow to soak for five minutes. Add 
2 more ounces of milk and stir until thoroughly 
soaked. Then place glass in small cooking kettle 
cf hot water until gelatine milk mixture is thor- 
oughly dissolved. Add 2 more ounces of cold 
milk, which will bring the temperature to a satis- 
factory warm drink of about body heat. A table- 
spoonful of prune juice or a few drops of any 
bland flavor like vanilla may be added. 


follows: 


Sample and useful Dietary Booklets 
on Request. Write Dept. 408 


Why you should insist on Knox Sparkling Gelatine 
Because Knox Gelatine is 85% protein in an easily digestible 
form—because it contains absolutely no sugar or other sub- 
stances to cause gas or fermentation, Knox Gelatine should 
not be confused with factory-flavored, sugar-laden dessert 
powders. Knox is 100% pure U.S.P. gelatine. Knox Gelatine 
has been successfully used in the dietary of convalescents, 
anorexic, tubercular, diabetic, colitic, and aged patients. 


Total: 8 ounce liquid--about 250 calories 


GELATINE LABORATORIES 
JOHNSTOWN, NEW YORK 


| 

‘ € 

GELATINE 

EE 1S PURE GELATINE-NO SUGAR | 

KNOX 
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Reliable tuberculin testing 
without the use of a needle 


TUBERCULIN PATCH TEST (Voilmer) 


Lsederle 


HIS NEW TEST is designed to assure less resistance on 
Tae part of the patient and his family to the active 
program now being conducted to unearth, by tuberculin 
testing, hitherto undiagnosed cases of tuberculosis. 

After cleansing the skin with acetone, the patch is ap- 
plied like an ordinary strip of adhesive, left in place for 
48 hours and the reaction is read 48 hours later. 

The patient’s dread of the needle and the nervous ex- 
citation attending the preparations for injection cease to 
exist as deterrents to the systematic testing of children at 
home or in schools. Groups in schools and hospitals may 
often be thus tested without the trouble of obtaining the 
parents’ permission. 

*Tuberculin Patch Test (Vollmer)” is accurate, com- 
paring favorably with the Mantoux test. It differs from 
other patch tests in that the area of reaction is sharply 
defined and does not spread. 

The test is safe; no focal or general constitutional re- 
actions have been reported. 

A pledget of cotton, damp with acetone, is all the 
extra equipment needed to apply the test. 

Packages:—1, 10 and 100 tests. 


LEDERLE LABOR A'TORLES, INC. 
30 ROCKEFELLER PLAZA NEW YORK, N.Y. 


Supplied in packages of 


I, 10, and 100 tests. 


a 

% 
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These cases will be 


charge with orders for complete typing material. 


LEDERLE 


30 ROCKEFELLER PLAZA 


Type all pneumonias — 
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PNEUMOCOCCUS TYPING 


RAPID—-ACCURATE 


THE NEUFELD METHOD of type diagnosis has made spe- 
cific serum therapy practicable. 


Typing directly from sputum frequently permits a type 


diagnosis within a few minutes. 


Early specific treatment—so vital to successful serum 
therapy—is possible only when the pneumococcus type 


is determined early. 


Therapeutic sera are now available for a greater num- 
ber of pneumococcus types. Approximately 75% of all 
adult pneumococcus pneumonias can be treated by 
means of specific sera for Types 1, 2, 4, 5, 7, and 8. 

“Diagnostic Antipneumococcic Sera (Rabbit), Lederle”’ 
for typing by the Neufeld reaction, are available in the 


following packages: 


furnished to hospitals free of 


1.0 CC. VIAL 


for 


Mixture “*F’’—containing 


5 capillary tubes for individual tests 
each of the monovalent 
Types and for the following 


combinations:— 


Mixture ‘‘A’’—containing 
Types 1, 2 and 7 

Mixture “B’’—containing 
Types 3, 4, 5, 6 and 8 

Mixture “C”’—containing 
Types 9, 12, 14, 15 and 
17 

Mixture “D’’—containing 
Types 10, 11, 13, 20, 
22 and 24 

Mixture **E”’—containing 

Types 16, 18, 19, 21 

and 28 


Types 23, 25, 27, 29, 
31 and 32 


Lederle 


LABORATORIES, INC. 


NEW YORK, N. Y. 


| 
= 
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Similac is consistently uniform regardless of season. 


Moreover Similac, like breast milk, has a zero curd 


tension—making it uniformly digestible no matter what 


concentration or dilution of the mixture is prescribed. 


Feeaicae Made from fresh skim milk (casein modi- 
MEDICAL fied) with added lIcctose. salts, milk 
fat and vegetable and cod-liver oils. 


M&R DIETETIC LABORATORIES, INCORPORATED, COLUMBUS, OHIO 


14 
1s UN 
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Brewers’ Yeast (Harris) was 
the first preparation of high- 
est refinement, offered for 
clinical use 


Since 1919 


It is also presented in small 
blocks, of 71/, grains each, 
which is the most yeast in 
compressed torm ever of- 
fered to the physician or his 
patients at the price of the 
powder. 


No charge is made for 
compression into blocks. 


HE yeast blocks are pal- 
atable, and attractive to 
the average patient and it is 
often noted that the patient 


will follow a precise dosage 
more accurately than with 
yeast in the powder form. 


POTENCY—Fach dry gram of the 
yeast contains 66 International 
Units of B; and 30 units of Bo 
(Sherman). 


The yeast blocks also contain 
valuable cell salts, available pro- 
teins and NICOTINIC ACID. 


6 oz. (525 blocks) ; 13 oz. (1150 
blocks) or 5 Ibs. (7000" blocks). 


Pure Nicotinic Acid and Thiamin 
chloride (vitamin B, ) are offered 
in powder form or small tablets. 


Ot 
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MELLIN’S FOOD 


eventy-two years ago Mellin’s Food was pre- 
sented to the medical profession and _ this 

introduction of the first maltose and dex- 
trins product for the modification of milk was 
destined to be a long step toward a newer 
knowledge that gradually evolved into that 
which is now regarded as the art or science of 
infant feeding. 


During the early years of this period physi- 
cians received Mellin’s Food with favor and their 
growing interest soon resulted in a wide recog- 
nition of the value of Mellin’s Food in preparing 
nourishment for babies deprived of breast milk. 


That Mellin’s Food has continued to occupy 
an outstanding position in the field of pediatrics 
is convincing evidence that its composition is 
particularly suitable for the purpose intended 
and that the theory upon which it was based is 
consistent with the present-day knowledge of 
the character and quality of nutrition essential 
to assure proper growth and development. 


Many babies now entering their first year of 
life will be obliged to subsist on nourishment 
other than breast milk and it is good practice to 
try Mellin’s Food first, for you have the promise 
of the same success that has been so pronounced 
during these more than three score and ten years. 


All Mellin’s Food mixtures are easily prepared. 
Bowel movements are usually regular with stools 
of good consistency. Constipation is rare. 


Formulas that meet the generally accepted require- 
ments for protein, fat, carbohydrate and liquid per 
pound of body weight — with a liberal supply of 
mineral salts — are arranged on a cellulond card 
which will be sent to physicians upon re quest. 
Samples of Mellin’s Food will also be sent if desired. 


Mellin’s Food Company . . . . Boston, Mass. 


MELLIN’S FOOD: Produced by an infusion of Wheat Flour, Wheat Bran 
and Malted Barley admixed with Potassium Bicarbonate — consisting 
essentially of Maltose, Dextrins, Proteins and Mineral Salts 
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LIVER OIL 


| 
17 
= prefer it for three reasons: 
FIRST: It is palatable. Because 
MALTINE wiTH COP LIVER OIL 
ANA ( has no unpleasant taste, it 1s 
cially appreciated by children. 
ee | SECOND: Itisa time-tested prod- 
Waltine uct. MALTINE wir COD LIVER | 
cop — ag OIL has maintained its high stand- 
ard of quality for 63 yeats 
RS. 
| THIRD: It is packed in a genef- 
/ ously large pottle. The size of the 
package of MALTINE witTH COD 
_ Liver is an added convenience 
for physician and patient —18 full 
fluid ounces The Maltine Com- 
; _ pany> 21 West St- New York City- 
GENUINE a 
prade-mark Reg. U- Pat. oft. 
introduced 1875 
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for Hypochromic Anemia 


Excellent hemoglobin response results in most 
cases from the daily dose of three Hematinic 
Plastules Plain. This provides 15 grains of 
ferrous iron. 

Small dosage, easy assimilation and toler- 
ation favor the use of Hematinic Plastules for 
hypochromic anemia, because they produce 
maximal results, at low cost, without discom- 
fort or inconvenience to the patient. 

Hematinic Plastules provide ferrous iron & 
and the vitamin B complex of concentrated 
yeast, in soluble gelatin capsules. They are 
issued in two types—in bottles of fifty — 
Hematinic Plastules Plain and Hematinic 
Plastules with Liver Concentrate. 


THE BOVININE COMPANY e CHICAGO, ILL. 


é 
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in medical progress. Eli Lilly and Company © 
has been associated with the development of a num- 
ber of such products. However, other specifics must 
be found, and it is the program of the Lilly Research 
Laboratories to contribute to research in discover- 
ing these therapeutic agents. 


EPHEDRINE PRODUCTS 


Ephedrine gives relief in head colds by topical 
application and also by oral administration. 
Inhalant Ephedrine Compound contains 
camphor, menthol, and oil of thyme as 
aromatics. 
Inhalant Ephedrine Plain is supplied without * 
aromatics. 
Ephedrine Jelly contains ephedrine sulfate 
1 percent and is delicately aromatized. 
Pulvules Ephedrine Sulfate are supplied in 
0.025-Gm. (3/8-grain) and 0.05-Gm. (3/4- 
grain) sizes in bottles of 40 and 500 pulvules. 
” Syrup Ephedrine Sulfate and Elixir Ephed- 
rine Sulfate are also available and are sup- 
plied in one-pint bottles. 


EL! LILLY AND COMPANY 


INDIANAPOLIS, INDIANA, U.S.A. 


EW therapeutic specifics represent milestones .__. 
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“Few will deny that estrogen is almost spe- 


cific for the majority of the symptoms of the 


menopausal syndrome,” states Hawkinson.1 


Progynon-DH tablets and Progynon-B in 


oil, Schering Corporation’s potent estro- 


genic substances, are being successfully used 


in these cases. 


Progynon-DH and Progynon-B have 
also proved valuable in other follicular 


hormone deficiencies, such as: 


AMENORRHEAS — INFANTILISM 
NAUSEA OF PREGNANCY 
SENILE VAGINITIS 
GONORRHEAL VAGINITIS 
FUNCTIONAL DYSMENORRHEA 


CONCENTRATIONS 


Progynon-B* in oil—500, 1000, 2000 and 
10,000 Rat Units per ampule of 1 cc. size. 
Progynon-DH* Tablets —50, 200 and 600 
Active Units per tablet. Progynon-DH* 
Vaginal Suppositories—250 Rat Units per 


juvenile size suppository; 250 and 2500 Rat 


Units per adult size suppository. Progynon- 
DH* Ointment—200 and 1000 Rat Units 


per gram, in 50 gram jars. 


COMPLETE LITERATURE ON REQUEST 


(1) J.A.M.A. 111:390 (1938). out 
*Trade Mark: Reg. U.S. Pat. Oy. cy a 


Copyright 1938, Schering Corp. C7 


SCHERING CORPORATIO 
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REFERENCES 


While making no therapeutic claims, we offer 
the following references to the literature for 
the attention of 


1. “Treatment of Human Pellagra with Nicotinic 
Acid”—Fouts, Helmer, Lepovsky and Jukes; 
Proc. Sec. Exp. Biol. & Med.; 37:405: (Nov.) 
1937. 

2. “Relation of Nicotinic Acid and Nicotinic 
Amide to Canine Blacktongue” — Elvehjem, 
Madden, Strong and Wooley; Jrl. Amer. Chem. 
Soc. 59:1767: (Sept.) 1937. 

3. “Therapeutic Administration of Nicotinic Acid 
in Human Beings During Health and Dis- 
ease”—Spies, Cooper and Blankenhorn. (Read 
before the Central Society for Clinical Re- 
search, Chicage — Nov. 1937 — To be pub- 
lished). 

4. “Nicotinic Acid and the Pellagra Preventing 
(“P-P”) Vitamin’”—Harris; Chem. & Ind.; 56: 
1134: (Dec.) 1937. . 

5. “Pellagra Successfully Treated with Nicotinic 
Acid—A Case Report.”—Smith, D. T., M.D.; 
Ruffin, Julian M., M.D.; and Smith, Susan 
Cower, M.A.; Jrl. AMA. 109:2054: (Dec. 18) 
1937. 

6. “Nicotinic Acid and Vitamin Be”—Dann, W. 
J.; Science; 86:616: (Dec. 31) 1937. 

7. “Pellagra and Nicotinic Acid”—an editorial— 
Jrl. A.M.A., 110:289: (Jan. 22) 1938. 

8. “Relation of Nicotinic Acid to Human Pel- 
lagra”—an editorial—Jrl. A.M.A., 109:1203: 
(Oct. 9) 1937. 
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SMAco NICOTINIC ACID 


(3: Pyridine Carboxylic Acid) 


Now 
Available 
in TABLET FORM 


9. “The Use of Nicotinic Acid in the Treatment 
of Pellagra’’—Spies, Cooper and Blankenhorn; 
Jril. A.M.A., 110:622: (Feb. 26) 1938. 


10. ‘Advances in the Treatment of Pellagra”—edi- 
torial—Annals of Internal Medicine, 11:1760: 
(March) 1938. 


11. “A Note on the Relationship of Prophyrinuria 
to Human Pellagra’” by Tom Douglas Spies, 
M.D., Yasuo Sasaki, Ph.D., and Esther Gross, 
M.S.; Southern Medical Journal, Vol. 31, No. 
5, May, 1938, page 483. 


SMAco Nicotinic Acid (3:Pyridine Carboxylic 
Acid) and SMAco Nicotinic Amide (3:Pyri- 
dine Carboxylic Amide) are accepted by the 
Council on Pharmacy and Chemistry of the 
American Medical Association for purposes 
of standardization and clinical experimen- 
tation with the stipulation that for the present 
no therapeutic claims be made, and are now 
available to the medical profession for use 
when indicated. 


SMAco Nicotinic Acid (3:Pyridine Car- 
boxylic Acid) is synthesized in the S.M.A. 
Corporation Research Laboratories. 

Physicians may obtain SMAco Nicotinic 
Acid (3:Pyridine Carboxylic Acid) for clin- 
ical use in tablet form for oral administra- 
tion. 


§.M.A. Corporation, 8100 McCormick Bivd., Chicago, Ill. 


Makers of Fine Nutritional Specialties 
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How Mustard Baths achieve 


PHOTOMICROGRAPH A TO THE RIGHT: 
SUBJECT S. C. Photomicrograph show- 
ing capillaries of skin of arm before 
mustard bath. 


givens mustard baths may have pro- 
longed effects in dilatation of 
capillaries, arterioles and venules is 
shown in the accompanying photo- 
micrographs, made during experimen- 
tal studies of effects of mustard on 
the peripheral vascular system. 

A female subject (S. C.) was utilized 
as experimental subject. Control photo- 
micrograph of peripheral capillaries 
(A) was taken in the region of the 
anterior surface of the proximal third 
of the forearm. The arm was then im- 
mersed in a mustard bath containing 
6 grams mustard per liter for 45 min- 
utes, the temperature of the bath being 


ATLANTIS SALES CORPORATION - 


prolonged effects 


PHOTOMICROGRAPH B TO THE LEFT: 
SUBJECT 8. C. Note dilatation of capil- 
laries of skin of arm 5% hours after 45 
minutes’ immersion in mustard bath 
containing 6 grams mustard per liter. 


maintained at 40° C. The arm was then 
removed from the bath, rinsed and dried. 
The accompanying photomicro- 
graphs indicate that the effects of the 
mustard bath are prolonged. Capillary 
photomicrograph (B) was taken 5% 
hours after removal of the arm from 
the bath. Even after 514 hours the 
capillaries are markedly dilated and, as 
observed through the capillary micro- 
scope, the rate of blood flow through 
the vessels was increased over that 
observed in the control tests. 


Colman’s Mustard 


October 1938 


ROCHESTER, NEW YORK 
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Foon ORNS 
FLAVOR. 


Aids Digestion of Starches 


Excessive amounts of starchy 
foods in the child’s diet may 
cause digestive disturbances. 
COCOMALT’S malted diastase 
helps to convert starches and 
aids digestion. 

Prevention and treatment of 
nutritional anemia suggests 
COCOMALT, which contains 
easily utilized Organic iron. 

Then too, COCOMALT is 


useful in conditions of disturbed 


Cocomalt 


R. B. DAVIS CO. 
HOBOKEN 


NEW JERSEY 


or retarded skeletal growth. It 
contains adequate amounts* of 
vitamin D and the minerals, 
calcium and phosphorus. 
Protein-carbohydrate-fat ra- 
tio—palatability—digestant func- 
tion, vitaminand mineral content, 
make COCOMALT the energy 
food of choice for patient, child 
and adult. 
* Each ounce contains: 


134 1.U. Vitamin D per ounce, 150 mgs. 
Calcium, 160 mgs. Phosphorus, 5 mgs. Iron 


B. DAVIS 
Hoboken, New Jersey 


Please send me a clinical 
package of COCOMALT. 


Street. 


City. State. 


M.D. 


Dept. 56-K 
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REGULATION 


Regulation of the daily program, espe- 
cially diet and exercise, is beneficial 
to normal bowel movement and in 
some cases of constipation serves as 
sufficient treatment. Others require 
additional aid to facilitate regular 
evacuation. 

When an adjunct to diet and exer- 
cise is required, as it frequently is, 
Petrolagar provides a mild but effec- 


tive treatment. Its miscible properties 
make it easier to take and more effec- 
tive than plain mineral oil. Further, 
by softening the feces, Petrolagar in- 
duces large, well formed stools which 
are easy to evacuate. 


The five types of Petrolagar afford 
a choice of medication adaptable to 
the individual patient . . . Petrolagar 
Laboratories, Inc., Chicago, Illinois. 


October 1938 


Petrolagar — Liquid petrolatum 65 cc. emulsified 
with 0.4 Gm. agar in a menstruum to make 100 cc. 
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OFFICE AND HOME TREATMENT 
FOR LEUKORRHEA 


Here is the treatment procedure you have been 
looking for in the management of vaginal leukorrhea. 


Insufflation of . Daily insertion of 
FLORAQUIN POWDER FLORAQUIN TABLETS 


at regular intervals in the office 


by the patient 


INDICATIONS—Because Floraquin destroys the pathogenic organisms, 
furnishes utilizable carbohydrates for storage as epithelial glycogen and 
establishes an acidity favorable to the growth of the normal vaginal 
flora, the Doderlein Bacillus, it is effective in the treatment of various 
forms of vaginal leukorrhea, regardless of their etiologic factors, and is 
particularly adapted to the treatment of Trichomonas Vaginalis Vaginitis. 


DESCRIPTION—Floraquin Tablets and Floraquin Powder contain Diodo- 
quin (5-7-diiodo-8-hydroxyquinoline) together with specially prepared 
anhydrous dextrose and lactose, adjusted by acidulation with boric acid 
to a hydrogen ion concentration which establishes a normal pH of 4.0 
to 4.4 when mixed with the vaginal secretions. 


FLORAQUIN POWDER FLORAQUIN TABLETS 
Bottles of 1 oz. and 8 oz. Boxes of 12 and 24 tablets 


50th 1888 
Anniversary to 1938 
e ° 


ETHICAL PHARMACEUTICALS SINCE 1888 


CHICAGO 
NEW YORK KANSAS CITY SAN FRANCISCO 
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THE TUCKER 
SANATORIUM, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is the private Sanatorium for the 
Neurological Practice of Drs. Beverley R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Sanatorium is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, medicinal 
exercises, hydrotherapy and physiotherapy. 
The Sanatorium is large and bright, sur- 
rounded by a lawn and shady walks, large 
verandas and has a roof garden. It is situ- 
ated in the best part of Richmond and is 
thoroughly and modernly equipped. The 
nurses are specially trained in the care of 
nervous cases. 


Grace Lutheran Sanatorium 


For Tuberculosis 


cA Beauty Spot on Prospect Hill 
701 South Zarzamora Street, 
San Antonio, Texas 


JAMES L. ANDERSON, M.D., Medical Director 


Admits patients irrespective of denomi- 
nation or creed. 

Ideal all year climate.—Excellent med- 
ical and nursing care—Radiographic, Flu- 
oroscopic and Pneumothorax service. 

New, distinctive, Individual Bungalows, 
highly modern, and Private Rooms with 
baths and sleeping porches, all equipped 
with radio.—Beautiful grounds. 


Moderate rates. 


For booklet and information address: 


PAUL F. HEIN, D.D., 
Pastor and Superintendent 


St. Elizabeth’s Hospital 


RICHMOND, VIRGINIA 


Staff 


J. Shelton Horsley, M.D., Surgery and Gynecology 
John S. Horsley, Jr.,.M.D., Plastic and General 


Surgery 

Guy W. _ M.D., General Surgery and Proc- 
tology 

Douglas G. Chapman, M_.D., Internal Medicine 

Wm. H. Higgins, M.D., fo in I 1 
Medicine 


Austin I. Dodson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 

L. O. Snead, M.D., Roentgenology 

R. A. Berger, M.D., Roentgenology 

Howell F. Shannon, D.M.D., Dental Surgery 
Helen Lorraine, Medical Illustration 


Assistant Attending Staff 

— J. Warthen, Jr., M.D., Surgery 

W. K. Dix, M.D., Internal ‘Medicine 
J. P. Baker, Jr., M.D., Internal Medicine 
Marshall P. Gordon, Jr., M.D., Urology 
Chas. M. Nelson, M.D., Urology 

Administration 
N. E. Pate Business Manager 
@ The operating rooms and all of the front bed- 
rooms are now p * air-c 


SCHOOL FOR NURSES 


The Training School is affiliated with Johns 
Hopkins Hospital in Baltimore for a three months’ 
course each in Pediatrics and Obstetrics. 


Address: 
DIRECTOR OF NURSING EDUCATION 


COMPLETE 
X-RAY COURSE 


A recently installed complete Westinghouse 
X-Ray Equipment, additional teaching per- 
sonnel, revision of curriculum enable us to 
offer a THREE MONTHS’ Course in 
X-Ray Technique. 

Send your Technician to brush up on latest 
X-Ray Methods. 

LABORATORY COURSE IN CLINICAL 
PATHOLOGY OF NINE MONTHS 
Modern equipment, competent teaching per- 
sonnel, under an experienced Director. 


Write for Catalog. 


Subscribe for Gradwohl Laboratory Digest: 
a monthly digest of the latest laboratory 
advances. 


Gradwohl School of 
Laboratory Technique 


3514 Lucas Avenue, St. Louis, Mo. 
R. B. H. Gradwohl, M.D., Director. 
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DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 
315 Brackenridge Avenue Phone: Fannin 5522 
For Nervous and Mental Diseases, Drug and Alcohol Addiction and 
Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved diagnostic 


and therapeutic methods. Seven buildings, each with separate lawns, each featuring a small 

separate sanitarium, affording wholesome restfulness and recreation, in doors and out doors, tact- 

ful nursing and homelike comforts. 

G. H. MOODY, M.D. 
Founder 


J. A. McINTOSH, M.D., F.A.C.P. 
Superintendent 


Hoye’s Sanitarium 


“In the Mountains of Meridian” 
MERIDIAN, MISS. 


Diagnosis and Treatment of Nervous and 
Mental Diseases, Alcoholic and Drug Ad- 
dictions, Convalescents and Elderly Peo- 
ple. New addition with private baths. 
N ew  Hydrotherapeutic Department. 
Trained psychiatrist to give Insulin Treat- 
ment for Dementia Praecox. Rates rea- 
sonable. 


Dr. M. J. L. Hoye, Supt. 
Formerly sixteen years Superintendent of 
East Mississippi State Hospital. 


WAUKESHA SPRINGS 
SANITARIUM 


Saint Albans Sanatorium 


RADFORD, VA. For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireproof 


A modern, ethical institution, fully equipped 
for the diagnosis, care and treatment of ner- 
vous and mental diseases and selected addiction 
cases. 2,000 feet elevation. Rates reasonable. 
Occupational and Hydrotherapy Departments. 


J. C. KING, M.D. JAMES KING, M.D. 
FRANK A. STRICKLER, M.D. 


BYRON M. CAPLES, M.D., Medical Director 


Waukesha, - - - - 


Wisconsin 
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Senility A Modern Ethical Sanatorium at Louisville and 


Drug Addiction 


Founded 1904 


Nervous Diseases 


BEAUTIFUL AND SPACIOUS GROUNDS AFFORD OUTDOOR RELAXATION 


Our ALCOHOLIC treatment destroys the craving, 
restores the appetite and sleep, and rebuilds the physical 
and nervous condition of the patients. Whiskey with- 
drawn gradually; no limit on the amount necessary to 
prevent or relieve delirium. 

MENTAL patients have every comfort that their home 
affords. 


Select Cases of SENILITY accepted. 


Rates and folder on 
request 


Physiotherapy—Clinical Laboratory—X-Ray 


THE STOKES HOSPITAL 


The DRUG treatment is one of gradual reduction; it 
relieves the constipation, restores the appetite and sleep; 
withdrawal pains are absent. No Hyoscine or rapid 
withdrawal methods used unless patient desires same. 


NERVOUS patients are accepted by us for observa- 
tion and diagnosis, as well as treatment. 


Consulting Physicians. 


Telephones 
Highland 2101-2102 


E. W. STOKES, M.D., Medical Director, 923 Cherokee Road, Louisville, Ky. 


Dr. Brawnet’s Sanitarium 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 
@ For Nervous and Mental Disorders, 
Drug and Alcohol Addictions 


Massage, X-ray and 


Approved diagnostic and 


Special Department for General Invalids and Senile 
Cases at Monthly Rates. 
JAMES N. BRAWNER, M.D., Medical Supt. 
ALBERT F. BRAWNER, M.D., Resident Supt. 


WESTBROOK SANATORIUM 


Richmond 


Virginia 


TELEPHONE: 5-3245 


Department for Men: Associates: 


J. K. Hall, M.D. 


O. B. Darden, M.D. 


Department for Women: 
P. V. Anderson, M.D. 


E. H. Alderman, M.D. 
E. H. Williams, M.D. 
Rex Blankinship, M.D. 


The institution is si d 


just beyond the northern border of the city on United States Highway Number 1. 


The scope of the work of the Sanatorium is limited to the diagnosis and the treatment of nervous and mental 


disorders and to the addictions to drugs and to alcohol. 
under medical and nursing supervision. 


It affords also adequate facilities for rest and upbuilding 


The medical staff devotes its entire attention to th> patients in the Sanatorium. 
The institution maintains a school for trained attendants in which instruction in the care of the nervous and 


mentally sick is emphasized. 


There are twelve separate buildings for patients, with 150 beds. 


Such a large group of buildings makes 


possible the more congenial grouping of patients... Rooms may be had single or en suite, with or without private 
ath. There are a few small cottages for the use of individual patients. 


A comprehensive general physical and nervous eximination is made of each patient. 


A mental examination 


is made when indicated. The examination is typed and a copy of it is available for the referring physician. Com- 
plete dental investigation is a part of the general survey. 

A skilled teacher gives practical daily instruction to small groups in the arts and crafts. Helpful and interest- 
ing occupation in the out-of-doors is made possible for the men patients in the vegetable and flower gardens, on 
the truck farm, in the poultry yards, and in the dairy. 

There are bowling, tennis, croquet and pool. On Sunday evening there is chapel service. _ 

Detailed information is ilable for physici 
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STUART CIRCLE HOSPITAL 
Richmond, Virginia 


Medicine: Surgery: 
ALEXANDER G. BROWN, JR., M.D. CHARLES R. ROBINS, M.D. 
OSBORNE O. ASHWORTH, MD. STUART N. MICHAUX, M.D. 
MANFRED CALL, III, MD. ROBERT C. BRYAN, M.D. 
M. MORRIS PINCKNEY, A. STEPHENS GRAHAM, M.D. 
— G. BROWN, Mir M.D. CHARLES R. ROBINS, JR., M.D. 
Obstetri Urological Surgery: 
GREER BAUGHMAN, M.D. JOSEPH F. GEISINGER, M.D. 
BEN H. GRAY, M.D. Oral S 4 
WM. DURWOOD SUGGS, M.D. GUY HARRISON, D.D.S 
Otolaryngology: 
CLIFTON M. MILLER, M.D. Pathology 
R H. WRIGHT, MD. REGENA BECK, M.D. 
W. L. MASON, M.D. Roentgenology and Radiology: 
Pediatrics: FRED M. HODGES, M.D. 
ALGIE S. HURT, M.D. L. O. SNEAD, M.D. 
CHAS. PRESTON MANGUM, M.D. + R. A. BERGER, M.D. 
Physiotherapy: 


ELSA LANGE, B.S., Technician, 
MARGARET CORBIN, B.S., Technician 
Medical Illustrator: 
DOROTHY BOOTH 
Stuart Circle Hospital has been operated twenty-four years, affording scientific 
care to patients in General Medicine, Surgery, Obstetrics and the various medical 
and surgical specialties. Detailed information furnished physicians. 


CHARLOTTE PFEIFFER, R. N., Superintendent 


CITY VIEW SANITARIUM 


For AENTAL and NERVOUS DISEASES 
and ADDICTIONS 


ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and 
equipped with every facility for the comfort, care and treatment 
of the class of patients received. Situated in the midst of a fifty- 
acre tract, and surrounded by large groves and attractive lawns. Two 
resident physicians. Training school for nurses. 

References: The Medical Profession of Nashville 


JOHN W. STEVENS, M.D., Physician-in-Charge 


NASHVILLE R. F. D. No. 1 TENNESSEE 
On Murfreesboro Pike, one-half mile east of old location 
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The Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases 


A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D. 
Charles Kiely, M.D. 


H. P. COLLINS, Business Manager Visiting Consultants 
Box No. 4, College Hill D. A. Johnston, M.D. 
CINCINNATI, OHIO Medical Director 


““REST COTTAGE’ College Hill, Cincinnati, Ohio 


For purely nerv- 
ous cases, nutri- 
tional errors 
convalescents. 


Completely 
equipped for hy- 
drotherapy, mas- 
sages, etc. 


Cuisine to meet 


individual needs. 


Emerson A. North, 
Charles Kiely, 


isiting 
Consultants 


D. A. Johnston, 
-D., Medical 
rector 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincinnati, 
Ohio 
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General Medicine: General Surgery: Obstetrics: 
— ye Stuart McGuire, M.D. H. Hudnall Ware, Jr., M.D. 
H. McGuire, M.D. W. Lowndes Peple, M.D. 
af Carrington Williams, M.D. 
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THERE IS ONLY ONE INDUCTOTHERM 


It is easy to recognize; its appearance is distinct- 
ive; nothing fancy hides its rugged construction. 
There are no gadgets to complicate its perfor- 
mance. It has strength of character; it sets out to 
do certain important things and does them con- 
sistently well. 

It was designed to make electromagnetic in- 
duction available for the heating of the deep 
tissues of the body. This it does. When you buy 
an Inductotherm, you acquire a superior means 
of producing heat for medical purposes, for treat- 
ment of localized disorders or for the creation of 
therapeutic fever. There is only one Inductotherm 
and it bears the G-E monogram. 


THESE ARE THE UNVARNISHED FACTS 


The basic principle of the Inductotherm has been 
proved best for the purpose. The apparatus from 
electrical and mechanical standpoints is a superior 
product. You would use it often and with confi- 
dence as do the several thousands that already 
own Inductotherms. Because, in your practice, it 
would not be idle, it would be profitable; produc- 
ing satisfactory financial returns as well as grati- 
fying clinical results. 


MAKE THIS CONVINCING TEST 


Inspect an Inductotherm, operate it, apply it to 
yourself. Assure yourself that it is well worth con- 
sidering as an addition to your therapeutic equip- 
ment, that it is the sturdy, useful type of apparatus 
that you would benefit from greatly. Read, sign, 
clip, and mail the handy coupon — NOW. 
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ABSOLUTELY NO OBLIGATION INVOLVED 


GENERAL @ ELECTRIC 
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2012 Jackson Bivd. Chicago, Ill. 


Please arrange with me for a convenient time to demonstrate 


the value of the G-E Inductotherm. 
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DIVERTICULUM OF THE FEMALE 
URETHRA* 


By Hucu Hampton Youn, M.D. 
Baltimore, Maryland 


The following case of a rare condition, which 
presents some unusual features, seems suffi- 
ciently interesting to report: 


BUI 21152, Mrs. M. P., a multipara, aged 57 years, 
was admitted November 24, 1931, complaining of “blad- 
der trouble.’ The family and past histories were nega- 
tive. About 12 years previously the patient began to 
have painful, frequent urination with difficulty in start- 
ing the stream. For the preceding 4 years the symp- 
toms gradually grew worse, and during the immediately 
past year there had been periods in which urine es- 
caped without control. 


On admission the patient voided about 3 times at 
night and every hour during the day. Micturition was 
accompanied by a burning sensation in the bladder and 
urethra. 

The meatus of the urethra was in normal position, 
but immediately behind it there was a rounded mass 
which projected into the vagina. This was about 3 cm. 
in diameter and elastic. 

By hugging the roof of the urethra a cystoscope 
passed easily and found no residual urine. The bladder 
capacity was 400 c.c. The tonicity was good. A study 
of the vesical orifice showed no abnormality. No en- 
largements nor clefts were noted. The trigone and ure- 
teral orifices were normal. The bladder was neither 
trabeculated nor inflamed. No” areas suggesting sub- 
mucous cystitis were seen. Drawing the cystoscope out- 
ward an opening in the floor of the urethra leading 
into a periurethral pouch or diverticulum was seen at a 
point about 1.5 cm. from the meatus. This diverticulum 
apparently was about 2.5 cm. in diameter. It extended 
down almost to the urethral orifice, which seemed to be 
normally tight. Further cystoscopic study showed an- 
other orifice which extended from the wall of the divertic- 
ulum (Fig J, 1). Palpation of the mass with a finger on 
the cystoscope elicited fluctuation with no marked indu- 
ration of the walls. 


A cysto-urethrogram was made by injecting 12 per 
cent sodium iodide into the urethra and bladder. An 


‘Received for publication June 25, 1938. 
From the James Buchanan Brady Urological Institute, Johns 
kins Hospital. 


oblique view (Fig. J1) showed that the bladder was large 
and smooth, and immediately in front of it a diver- 
ticulum surrounding the urethra and about 3 cm. in 
diameter was seen. The distance from the diverticulum 
to the meatus, in which the end of the syringe was visi- 
ble, was about 1.5 cm. 


The diagnosis was peri-urethral diverticulum, and the 
patient was advised to have it excised. 

Operation was performed November 28, 1931, by the 
author under ethylene anesthesia. Meroxyl, 1:1,000, 
was injected into the urethra and the diverticulum bal- 
looned out as shown in the drawings by Mr. Didusch 
(Fig. I, 2). It appeared to be about 3 cm. in diameter, 
extending backward and on each side of the urethra. 
A transvere incision was made and the vaginal mucosa 
dissected up from the cyst (Fig. J, 4). After the pos- 
terior and lateral walls had been freed, a linear incision 
was made through the wall of the diverticulum which 
was found to be quite thick. The opening was enlarged, 
exposing two orifices, one of which led to the bladder 
and the other to the urinary meatus. It was evident 
that the diverticulum sprang from the urethra. By 
blunt and sharp dissection the walls of the cyst were 
freed down to the urethra and then excised, while a 
curved clamp led from the meatus into the bladder 
(Fig. III, 3 and 4). In order to draw the two ends of 
the urethra closer together, it was decided to close the 
urethral defect transversely (Fig. JI], 5). This was done 
with continuous chromic catgut. The vaginal wall was 
approximated transversely by interrupted sutures of 
silk with a small drain ir the right angle of the 
wound, owing to the persistence of slight hemorrhage 
(Fig. III, 6). A catheter was left in the urethra for 
continuous drainage, great care being employed to pre- 
vent infection. 

Examination of the specimen showed two orifices, 
one in which the posterior incision had been made and 
the other on which the diverticulum had been cut off 
from the urethra, as shown in the drawings at operation 
(Fig. IIT, 2). The diverticulum was lined with mucous 
membrane similar to the urethra and varied from 1 to 3 
mm. in thickness. A small pocket about 5 mm. in diam- 
eter, lined with epithelium, was present. Microscopic 
examination showed that the diverticular wall was lined 
by mucosa with no evidence of infection. 

Two weeks after operaticn a transverse linear scar 
was visible along the roof the vagina. It had healed 
per primam except at one point which was granulating. 
The discharge note on December 15 stated that the pa- 
tient was able to retain urine 4 hours, and she voided 
easily without burning or leakage. Convalescence had 
been uneventful. Seven years later the patient was 
reported well. 
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Isaacs (1858) reported the first case of ure- 
thral diverticulum in the American literature. 
The patient was a man aged 85 years. The sec- 
ond report was almost 40 years later, when 
Bagot (1895) reported the first case in this coun- 
try of diverticulum of the female urethra. The 
third paper was that of Stephen H. Watts‘ (1906) 
who reported a case from the Surgical Service 
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from the Johns Hopkins Hospital. The patient 
was a man aged 56 years. The diverticulum, 
which had been discovered at cystoscopy by us on 
November 18, 1903, was excised and the urethra 
repaired. In discussing the literature Watts said 
that congenital diverticula of the urethra had 
been well described by Boquet, who reported 14 
cases, including 3 of his own. To these cases 
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(1) Sagittal section showing position of diverticulum and connection with urethra; (2) diver- 
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(2) False diverticulum, 
a circumscribed dilatation 
in which the muscularis 
shows a break in continu- 
ity, and the protrusion pre- 
sents only the layers of the 
submucosa and mucosa. 

Walters and Thiessen® 
(1936) reported 4 cases of 
urethral diverticulum in the 
female, all of which had 
been removed through an 
incision in the anterior va- 
ginal wall, with reconstruc- 
tion of the urethra. The re- 
sult in all cases was said to 
be good. Walters refers in 
passing to 10 other cases of 
urethral diverticula in wom- 
en not operated upon by 
himself, but he gives no de- 
tails. 

Hall? (1936) reported a 
case of urethral diverticu- 
lum in a woman aged 36. 


Fig. Il 
X-ray showing diverticulum of female urethra. 


Watts added 1 case of Durand and another of 
Lessing. Watts’ paper is the most thorough study 
of the subject that has yet appeared. 

Shivers and Cooney® (1934) discussed the for- 
mation of calculi in urethral diverticula in the 
female, and in a review of the literature were 
able to report 22 cases. Of these, the calculus 
formed around a foreign body in 3; in 17 the 
calculus originated above, and during migration 
became lodged in the urethra, subsequently form- 
ing a diverticulum. In 1 case the calculus formed 
in an abscess cavity. In only 2 cases did calculi 
form in a diverticulum previously present in the 
female urethra. The other 20 cases apparently 
were not congenital diverticula. 

Furniss! (1935) reported cases with abscess 
or diverticula in the female urethra, but no de- 
tails are given. In 4 cases the sac was removed 
by dissection and the urethral defect closed by 
suture. In other cases incision and drainage of 
the abscess were employed. The number that 
were congenital diverticula is not evident. 

O’Connort (1936) classified diverticula of the 
female urethra as follows: 


(1) True diverticulum, the protrusion pre- 
senting all layers of urethral wall; 


The treatment was incision 
and drainage. 

Young and McCrae® 
(1937) presented a complete bibliography, a brief 
discussion of the subject, and 1 case of a woman, 
aged 26, who was treated by incision of the pouch 
from the vagina and cauterization with phenol. 
The fistula healed in 4 weeks. The patient was 
cured. 

In 1938, Johnson* presented a discussion of 
the etiology and frequency of diverticula of the 
female urethra and reported 5 cases, in all of 
which the diverticulum was excised through a 
vaginal incision and the urethral defect closed 
by sutures in 2 or 3 layers. A retention catheter 
was left in place from 7 to 10 days. 


As some of the authors mentioned above have 
discussed the etiology and pathology in extenso, 
we shall not repeat these here, except to say 
that true congenital diverticula of the female ure- 
thra are rare. 


BUI 12004. 


The etiology is still in doubt. Remnants of 


Mullerian and Gartner’s ducts have been thought 
to have an important causative relationship. 
Urethral glands are rare in the median portion 
of the female urethra, at which point diverticula 
usually appear in the female. Nevertheless, some 
authors have attributed to glands an important 
etiologic role. 


Periurethral glands homologous 
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Fig. II 
Diverticulum of female urethra. (1)Incising diverticulum; (2) diverticulum opened, showing connections with urethra; (3) 
freeing diverticulum; (4) repairing defect in urethra; (5) — repair of defect; (6) suture of vaginal wall over urethral 
repair. BUI 12004. 
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to those in the male have been described by us in 
a discussion of prostates in females.® 

The symptoms vary according to the condition, 
and in simple cases with no calculus present, 
there may be few symptoms unless suppuration 
has arisen, or the mass has become large enough 
to obstruct urination or interfere with coitus. It 
seems probable that cases have been overlooked 
or diagnosed cystocele. 

The diagnosis is easily made by palpation, 
endo-urethral examination, catheterization of the 
diverticulum, injection of shadowgraphic fluid 
or filling of the diverticulum either through a 
catheter or by compressing the meatus of the 
urethra while the patient empties the fluid from 
the bladder, thus filling the diverticulum. Stereo- 
scopic urograms give excellent pictures of the 
condition and confirm the diagnosis. 

The operation of election is transvaginal enu- 
cleation of the sac, division of the neck, care being 
taken to preserve sufficient mucous membrane 
to turn in with sutures and restore the urethra 
to its normal size. Several layers of sutures are 
usually desirable, as shown in our case. 
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PLASTIC SURGERY OF THE NOSE WITH 
REPORT OF AN ORIGINAL OPERA- 
TION FOR ADVANCEMENT 
OF THE NASOLABIAL 
FOLD* 


By Beverty Dovuctas, M.D. 
Nashville, Tennessee 


_ Deformities of the nose, like those of the eye- 
lids and lips, may affect both appearance and 
function. Since the nose is in the midline and 
is the most prominent component organ of the 


*Received for publication May 27, 1938. 
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face, abnormalities are more disfiguring than 
those of any other facial organ with the possible 
exception of the eyelid. 

With the excellent progress in rhinoplastic 
technic which has been made recently in methods 
of approach and in anesthesia, a great demand 
for work has arisen in this division of the plastic 
field. This demand has not come about alone 
because of the esthetic motive or the desire of 
the individual to be beautiful. As Friihwald 
says, the 
“wish for operation is not just a question of vanity. 
The desire of each individual to preserve a normal ex- 
ternal appearance and to have facial disfigurements re- 
moved is justifiable because blemishes in men, and even 
more so in women, must be regarded as a social handicap 
upon which their whole existence may depend.” 

Most of us have seen good positions held up 
in the case of young men and women until a fa- 
cial disfigurement could be corrected. 

It is well also to call attention to the mental 
condition of persons with facial deformities. If 
operation is postponed, a sensitiveness usually 
develops, particularly in young persons, which is 
very distressing and which may finally produce 
a psychoneurosis. This is all the more pitiable 
because it might have been prevented by prompt 
treatment. True enough, an imaginary deform- 
ity may be over-emphasized by the patient and 
surgery in such cases should be avoided, but the 
correction of any real facial disfigurement, par- 
ticularly one of the nose, will usually change the 
patient’s whole mental outlook and may affect 
his whole life. 


Another point in connection with nasal de- 
formities on which too little emphasis is placed 
is the interference with tunction which they may 
produce. Normally in quiet breathing most of 
the respired air passes through the nasal pas- 
sages. We need only to recall to mind our most 
recent “cold in the head” to realize how utterly 
miserable we are with a stopped-up nose. A 
few instances may serve to illustrate how various 
deformities of the nostrils may permanently pro- 
duce a similar condition. In many complete 
harelips a good external appearance is obtained, 
yet imperfect adjustment of the floor of the 
nostrils at operation results in their partial or 
complete blockage. The condition of saddle 
nose produced either by injury or lues may re- 
sult in difficult nasal breathing. Submucous re- 
section of the septum may or may not give relief, 
but a cartilage graft to support the bridge and 
tip may open up the nasal passages. Recently 
I saw an infant of three months who had the 
lower part of his septal cartilage and most 
of the columellar and alar cartilages destroyed 
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by congenital lues. The lower portion of his 

nose had collapsed, leaving his nasal passages 

almost completely blocked. The result was a 

most distressing type of dyspnea on sleeping, 

which on several occasions was almost fatal. 

Nasal fractures often cause collapse of the 
bridge or deviations which result in blockage 
of the nasal airway. During the past summer I 
opened a blocked right nasal passage for a stu- 
dent referred by a local nose and throat spe- 
cialist. It had been caused by a fracture. Sub- 
mucous resection of the septum had been per- 
formed. The relief afforded by a subperiosteal 
removal of a portion of the nasal process of the 
superior maxilla has been most gratifying. At 
operation the appearance was improved by cor- 
recting the deviation of the nasal bones. This 
case illustrates the value of cooperation between 
the otolaryngologist and plastic surgeon. The 
same statement is true of the ophthahlmologist’s 
and orthopedist’s cooperation. 

To facilitate an understanding of the deformi- 
ties of the nose and their usual causes the fol- 
lowing brief classification is given: 

(1) Complete or nearly complete loss of the 
nose caused by injury, disease (syphilis, tu- 
berculosis) or new growth. 

(2) Partial losses of substance. 

(a) Saddle nose. 

(b) Loss of ala. 
Causes as in 1, with addition of con- 
genital factors. 

(3) Deformities of ala, lobule (tip) or nostril 
floor. These produce external deformity 
and internally may cause obstruction. They 
are produced by improper or incomplete 
cleft (hare) lip or cleft palate operations. 

(4) Deviations of the bony bridge, cartilaginous 
bridge or nasal border of the superior max- 
illa. Externally these produce various de- 
grees of deformity; internally partial or 
complete obstruction. Deviations are occa- 
sionally caused by congenital factors, but 
most commonly by accidental trauma. 


(5) Hypertrophies of the bony or cartilaginous 
portions of the nose or tip. Varying de- 
grees of “hump-nose,” spurs, “negroid 
nose” or abnormally wide alae, “hook nose” 
or drooping tip, “snub-nose” or upturned 
tip, and cleft or bifid tip. For the most 
part these are congenital, but they may be 
caused by injury. 

Many mixtures or combinations of the condi- 
tions described may occur; in fact, it is the rule 
to have them occur together. Sometimes this is 
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an actual advantage from the surgical stand- 
point for the tissue forming a “hump” may at 
times be used to fill in a depression. 


TREATMENT 


At the start I wish to say that in reconstruct- 
ing or restoring the form of a nose one must care- 
fully consider with what type of face one is 
dealing. In ancient Greece or Rome it would 
probably have been a relatively simple matter 
for a reconstructive surgeon to restore a nose. 
Apparently there was only one type of nose 
recognized as ideal in antiquity. This is seen 
frequently in the figures on ancient statuary. 
An intaglio or sunken cameo of the early Chris- 
tian era which was recently loaned to me shows 
this typical nose on a dancing girl. In this coun- 
try today, due to the influx of many races and 
their intermingling, the plastic surgeon must be 
prepared to build a nose to suit the face of the 
particular individual involved. 

Usually the best results will be obtained in 
nasal deformities when the patients are treated 
promptly. Early treatment avoids changes sec- 
ondary to interference with function and avoids 
those chronic mental changes from which many 
of these patients suffer. As Will Mayo once 
said, 

“Every human being has the divine right to look hu- 
man.” 

It, therefore, behooves the general surgeon and 
internist to refer such cases promptly to the spe- 
cialist. I shall discuss the treatment which we 
have used in the correction of various deformities 
through case reports, maintaining as far as feasi- 
ble the general order used in the above classifica- 
tion. In the report in Cases 1 and 3, I shall de- 
scribe an original operation which I have devised 
for forward advancement of the nasolabial fold 
and alar base. 


CASE REPORTS 


Case 1—G. C., a 25-year-old male graduate student, 
was born with a congenital right-sided complete harelip 
which a local surgeon repaired at the age of six weeks. 
The result was very good. With growth the residual 
deformity shown in the photograph (Fig. 1-A) re- 
sulted. The convex vermillion line of the lip was miss- 
ing at the center of the lip. There was a slight notch 
in the free red edge of the lip with hairs which grew 
on it and pressed against the border of the lower lip. 
The nostrils were deformed as shown in the photo- 
graph. The right nostril was flattened and the right ala 
was 0.75 cm. (three-quarters of a centimeter) lower on 
the cheek than the left. 

This patient was in for his first operation, secondary 
repair of old harelip and flattened nostril, September 27, 
1934. The old scar was excised and the vermillion 
border of the lip adjusted according to the diagrams. 
The length of the lip was considerably increased. 
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At a second operation (November 1, 1934) the prom- 


inence of the floor of the left nostril was overcome 


by a plastic operation. 

siderably improved. 
The final operation followed. 

accomplish three aims: 


First, to advance the lateral border of the right ala 
by a disc-shaped cartilage transplant from each ear but- 
tressed together. At present it was approximately 0.75 
cm. lower in level on the cheek than the left. At the 
same time the front portion of the right ala was to be 
advanced on its septal attachments by a bow-shaped 
incision of the skin, cartilage and subcutaneous tissue. 

Second, the undue thickness of the vermillion of the 
right half of the lip was to be decreased by its advance- 
ment to the left by means of a through-and-through 
horizontal incision extending from the left outer third 
to the right outer third of the lip. 


Third, the third aim was to overcome the surgical 
appearance of the lip by a typical “Cupid’s bow” opera- 
tion with modifications to suit the irregularity of the 
vermillion line. 


Operation for Anterior Advancement of the Nasolabial 
Fold—The usual skin preparation was made; local an- 
esthesia of 1 per cent procaine hydrochloride with epi- 
nephrine was used. Through a semilunar incision fol- 
lowing the nasolabial fold, a pocket was made under- 
neath the right ala. Through a similar semilunar in- 
cision on the posterior surface of the right ear parallel- 
ing its convex outer border from its upper margin to 
its middle a flap of skin was dissected up and a button 
shaped piece of auricular cartilage including its whole 


The appearance was thus con- 


It was our purpose to 
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thickness down to the perichondrium was removed. It 
was increased in thickness by cutting off part of its edge 
and sewing it on top of the other piece near its center 
by means of mattress sutures of 000 plain catgut (Fig. 
1-B). This button was inserted in the pocket under 
the ala where it was sutured to the periosteum of the 
maxilla at the base of the pocket by means of similar 
sutures to the above. The right ala was advanced me- 
dialward by means of converting the V-shaped or U- 
shaped incision into a “Y.” The wound of the ear was 
closed with continuous dermal suture. The wound of 
the face was closed with interrupted sutures of the same 
material. 


The left nostril floor was modified by a wedge excision 
of tissue which narrowed it and increased its length 
anteriorly. The cupid’s bow operation was performed 
on the lip. These wounds were similarly closed, a few 
interrupted O00 plain catgut sutures being used for the 
muscle and subcutaneous tissues. The right-sided prom- 
inence of the free margin was corrected by shifting the 
right-sided flap to the left into a more shallow pocket 
than the thickness of the flap. This and the other pro- 
cedures accomplished the desired result (Fig. 1, A, B, C, 
D, E 


Case 2——The patient illustrates the method of repair- 
ing a through-and-through defect of the left ala of the 
nose (Fig. 1-F). Interestingly enough, another Negro 
bit the piece out of the nose. I need not go into detail 
concerning the repair. It was done by lifting a pedicle- 
flap from the arm and turning the end sidewise on itself 
to obtain a double wall. After the proper time interval 
its end was sutured to the injured nostril to which it 


A. Residual nasal deformity f Id cleft (h lip. 
labial fold eformity from old cleft (hare) lip 


of naso-labial folds after operation. 
cartilage loss. F. Traumatic loss of ala. 


Fig. 1 
B. Correction by burying cartilage transplant from ear under naso- 
C. Left profile view for comparison with D (right profile printed with film reversed) showing similarity of position 
E. Ear from which cartilage was-removed, showing inconspicuous deformity of helix from 

G. Repair by folded pedicle flap. Arm supported by special brace. 
division of flap. 


H. Result after 


4a. 
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was held in position by a special adjustable metal brace 
with ball-and-socket joint (Fig. 1-G). The latter pre- 
vented cramping by allowing freedom of motion within 
limits. 

In a final stage the pedicle was cut and the end of 
the flap was shaped and sutured to the nostril. The ped- 
icle was resutured to the arm. The healed result is 
shown in Fig. 1-H. 


Case 3—M. D., a 15-year-old white girl, was born 
with a complete unilateral harelip and a complete cleft 
palate. At six weeks of age the effort of the local sur- 
geon to close the palate was unsuccessful. At three 
months the lip was repaired and the alveolus wired. 
The result was poor. At two years another attempt in 
Memphis to close the palate was unsuccessful. 

The alveolar arch was found to be retracted and the 
upper lip flat. 

Under local procaine hydrochloride epinephrine anes- 
thesia, a button-shaped portion of the right auricular 
cartilage was transp!anted under the right nostril as in 
Case 1 to raise the nasolabial fold and nostril floor. 
At the end of the operation the desired effect on the 
hump nose, columella web, high right nostril and surgi- 
cal lip was apparently obtained. 


Case 4.—O. J. R., a 12-year-old white girl, had a 
complete unilateral right-sided harelip and comp'ete uni- 
lateral cleft palate. At three weeks of age the harelip 
was repaired by a local surgeon, who also repaired the 
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palate at nine months of age. Infection caused sloughing 
to occur and the palate flaps partially separated, leav- 
ing a residual deformity. An attempt by a local surgeon 
to repair the lip and palate at the General Hospital 
was unsuccessful. She was re-admitted at the age of 11. 
Closure of the palate was successfully performed, though 
the palate length was short from previous scar forma- 
tion. Readjustment of the nostril and lip margin was 
successfully performed one month later. The cosmetic 
result was satisfactory. 


Case 5—In W. C. C., a white boy, aged 18, the nose 
was broken at the age of 8, leaving a saddle deformity 
with healing. The passages were frequently stopped up 
and there were frequent frontal headaches. There was 
marked saddle nose deformity with deviated septum. 


The deviated septum was resected by a local nose 
and throat specialist December 13, 1935, to relieve ob- 
struction. Obstruction was not completely relieved. A 
cartilage was cut from the right costochondral junction 
to match a viscoloid pattern which had been previously 
fitted into a subcutaneous pocket from the base of the 
nose to the lobule. The upper end was beveled and 
sewed under the periosteum between two eyebrows. 
Later the upper portion of the cartilage was thinned out 
to give a more shapely cosmetic effect. The drawing 
shows the appearance before operation and the proposed 
and actual profiles (Fig. 2, A-x, y, 2). 


Case 6.—R. B., 19 years old, three months before I 
saw him, received a blow on the bridge of his nose in an 


nose deformity following operation. 
before operation. 


A. Profile tracing of saddle-nose deformity: (x) before operation; (y) as proposed; (z) as actually traced after cartilage implant 
from rib. B. Photograph of patient before depressed fracture of nasal bones. C. Plaster mask of same patient showing saddle- 
D.Same patient after cartilage implant from rib. E, F. Congenital saddle-nose deformity 
G, H. Correction by insertion of cartilage graft from rib. 


+ 
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automobile accident. This resulted in a marked saddle 
nose deformity with marked widening of the comminuted 
nasal bone fragments as shown in the photograph and 
mask. Likewise there was complete occlusion of the 
postnasal space by the septum. 

Submucous resection was performed by a local nose 
and throat specialist, which resulted in “adequate breath- 
ing space.” 

Examination showed a traumatic saddle nose of me- 
dium degree, with slight prominence of the nasal por- 
tions of the superior maxilla and nasal bone edges on the 
cheeks adjacent to the bridge, especially on the left. 


A mask of dental plaster of Paris was made, as shown 
in the photograph (Fig. 2-B). The degree of lengthen- 
ing necessary to correct the deformity was studied on 
this model and on a photo taken before the accident 
(Fig. 2-B). 

Employing a previously prepared lead model, a strip 
of cartilage about 5 mm. x 6 cm. was removed from 
the right costal border at the level of the seventh and 
eighth ribs. A second smaller piece was removed lateral 
to it at the same level to act as a strut. Two per cent 
procaine hydrochloride with 12 drops of epinephrine to 
the ounce was injected in the usual sites in the nasal 
tissues; 1 per cent procaine with 6 drops of epinephrine 
to the rib. The bosses of the nasal processes of the 
maxillae were filed down through the endonasal (inter- 
cartilaginous) incision on either side so as to narrow 
the nose at the base of the bridge. The second pocket 
was then formed which extended from the medial border 
of the right endonasal incision upward subcutaneously 
to the periosteum of the glabella, where a slit was made 
for the purpose of supporting the upper end of the 
cartilage. The long piece of cartilage was then intro- 
duced and slight difficulty was experienced in getting it 
to snap into a pocket which had been made at the lobule 
of the nose. This was finally accomplished by slightly 
enlarging the incision and shortening the cartilage. At 
the end of the op-ration the result appeared to be quite 
satisfactory, the tip was nc longer upturned and the 
bridge stood out in good position. The left endonasal 
incision was closed with interrupted dermal sutures. 
The right was partially closed, but a small opening was 
left for drainage. Practically no bleeding was encoun- 
tered at any stage of the operation. The site of ex- 
cision was closed in the usual fashion. A lead splint 
was applied to the nose and plain gauze packing intro- 
duced into the nostril. The wound healed nicely. The 
result was satisfactory, as shown in the photograph 
(Fig. 2-D). The wound of the chest through which 
cartilage was removed healed per primam. 


Case 7—W. A. R., a 21-year-old college boy, is in- 
teresting because his saddle nose deformity as far as de- 
terminable is not due to injury or to syphilis, but is 
congenital. The parents’ and grandparents’ noses are 
not at all deformed. 


On examination there was a marked saddle nose de- 
formity. There was, however, not any nasal obstruction 
which again would indicate that neither trauma nor luetic 
infection was the cause. 


At operation, a patterned strip of cartilage was re- 
moved from the right upper fused cartilage of the rib 
margin about four inches below the ensiform. Through 
an endonasal incision this was placed within the pocket 
formed under the skin at the central portion of the 
nose. The upper part of the cartilage was beveled and 
locked under the periosteum of the nasal bone. The 
incision within the nose was closed with interrupted horse 
hair. That of the chest was closed in layers with silk. 
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The saddle nose appeared to be well corrected without 
use of the columella strut. 


The cosmetic effect was very satisfactory. 


Case 8.—G. C., a school girl of 14 from Mississippi, 
came in because of saddle nose (Fig. 2-E, F). Here 
again there is no history of injury unless for a possible 
indefinite one in infancy. Her condition was said to 
have been partially responsible for the loss of 16 pounds 
of weight during the preceding few months on account 
of worry. 


At operation, a patterned strip of cartilage was removed 
from the right upper fused cartilage of the rib margin 
about four inches below the ensiform. Through an 
endonasal incision this was placed within a pocket formed 
under the skin at the central portion of the nose. The 
upper part of the cartilage was beveled and locked under 
the periosteum of the nasal bone. The incision within 
the nose was closed with interrupted horse hair. That 
of the chest was closed in layers with silk. The saddle 
nose appeared to be well corrected without use of the 
columellar strut. 


Attention is called to the roughening of the lower ends 
of all cartilage transplants in order to anchor them 
and thus to prevent easy slipping to one side; also to 
the beveling of the upper end and the lodging of this 
end in a subperiosteal pocket to fix it in place. Except 
for a slight infection at the stitch line which delayed 
healing only two or three days, the postoperative course 
was uncomplicated. 


The photograph shows the result of operation (Fig. 
2-G, H). 


Case 9.—S. H., a 22-year-old male student, six years 
ago suffered a depressed fracture of his nasal bones 
during a football game. The local physician attempted 
a reduction. The nasal passage had since been com- 
pletely obstructed, and was especially tight when he 
had a head cold. Examination showed complete obstruc- 
tion postnasal in type at the level of the nasal process 
of the superior maxillary and nasal bone rim. Pulling 
laterally on the ala or adjacent cheek effects a partial 
opening. The bridge of the nose also shows deviation 
to the left. 


At operation, through the endonasal vestibular in- 
cision the periosteum was raised and the bone filed away 
with a rasp from the nasal process of the right superior 
maxilla, removing a thickness of about 0.75 centimeters. 
This gave instant relief. Through the same incision, 
bone was removed from the anterolateral surface of the 
left nasal bone to correct bony deviation to the left. 
As soon as the swelling subsided, the patient obtained 
complete relief from his nasal obstruction. His appear- 
ance was also better from reduction of the deviated nasal 
bones. 


Case 10—D.H., a married woman of 37 years, had 
carried an unilateral complete harelip since birth. This 
had not been operated upon because she really had not 
found out that it could be done. As shown in Fig. 3-A, 
there was a marked growth deformity of the bony bridge 
of the nose as well as of the nostril and lip. The lip 
was repaired by the usual Rose technic. The nostril 
floor was carefully adjusted and Szymanoffski technic 
carried out on the anterior portion of the nostril. The 
change in her expression is marked (Fig. 3-B). She has 


so far been unable to arrange for the straightening of 
the bony bridge of her nose which could easily be done. 
I agree with her that in her case, living in the back- 
woods as she does, this is probably unnecessary. The 
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Fig. 3 
A. Flattened nostril with absence of floor from cleft (hare) lip. B. Result of operation on lip and 
nostril. C. Lateral displacement of nasal bridge from old comminuted fracture. D. Correction by 
sawing through lines of articulation of nasal bones and moving entire bony framework to right. 
E. Large nose with hump and abnormally wide alae. F. After reduction operation. 


bus driver failed completely to recognize her after her 
lip operation, although he had known her for a long 
time. 


Case 11—A. F. O., a 33-year-old white man, had 
been in an auto accident in March, 1937, in which he 
sustained a laceration of the right cheek and depressed 
fracture of the right superior maxilla and nasal bones. 
The right infra-orbital rim was depressed, giving a 
sunken appearance to that region with considerable 
lowering of the right eye and an increase in the normal 
fold of the right upper lid. The bridge of the nose 
was considerably displaced to the left (Fig. 3-C). 

At operation, under procaine hydrochloride, through 
endonasal incisions in the vestibules the skin over the 
dorsum of the nose was freed. The periosteum was then 
elevated over the nasal bones and adjacent maxillae and 
frontal bone. Saw cuts were then made through the 
superior maxillae crossing the naso-maxillary suture near 
the glabella. After freeing the mucous membrane on 
the inside of the nasal bones the latter were pushed over 
to the right until the position of the deflected bones 
was slightly over-corrected. Position was maintained 
by adhesive strapping to the skin and application of a 
Joseph splint. At a later operation the infra-orbital rim 
was built up and the position of the eyeball elevated 
by insertion of cup-shaped cartilage grafts in contact 
with the periosteum. The orbit was thus filled in so as 
to correct the sunken appearance. There was no infec- 
tion after the operations. The cartilage grafts took. For 
the result see the photograph (Fig. 3-D). 


Case 12—R. K., a 25-year-old white woman, came 


in for correction of a congenital hump nose deformity 
with drooping tip and abnormally wide alae (Fig. 3-E). 
Operations were done under local anesthesia for removal 
of the hump and general reduction in size by excision 
of a wedge from the lower edge of the septal cartilage. 
The Safian modification of the Joseph operation for 
narrowing the nostrils was done by through-and-through 
removal of a strip of alar cartilages near the septum. 
The result is shown in photograph (Fig. 3-F). 


CONCLUSIONS 


(1) Nasal deformities, while extremely disfig- 
uring, may usually be corrected as illustrated by 
appropriate procedures under local anesthesia. 

(2) Close cooperation between the reconstruc- 
tive surgeon and other specialists is urged as 
giving the patient the best chance of obtaining a 
good result. 

(3) The original technic described in two 
cases for the extreme advancement of the naso- 
labial fold by transplanting cartilage from the 
ear offers a safe, easy and sure means of ac- 
complishing this result. 

(4) The overcoming of the depressing effect 
of any facial disfigurement, especially one of the 
nose, makes all the surgeon’s meticulous opera- 
tive and postoperative effort worth while. 
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WITH SMALL RADIUM NEEDLES 
COMBINED WITH X-RAY* 


By R. H. Crockett, B.A., M.D. 
San Antonio, Texas 


In treating malignancy our problem is to ob- 
tain complete destruction of all malignant cells 
with the least injury to normal tissue. It is easy 
enough to destroy cancer tissue, but to cure 
cancer without destroying too much normal tis- 
sue is, in many instances, quite difficult. In ad- 
vanced cancer, the physician must have energy 
enough to secure full consultation, have prior 
knowledge of exact and complete procedures, and 
finally quiet the patient’s fear of major cancer 
destruction. It is intensely distressing to the 
phyician, the family and the patient when a leg, 
arm, bladder, tongue or eye must be cut away; 
part of a jawbone be necrosed with radium; a 
tracheotomy done when a Coutard x-ray has nec- 
essarily been heavy; or a skin graft done to 
cover an area that had to be destroyed by radia- 
tion in order to save the patient’s life. However, 
Coutard’s x-ray technic with variations, consist- 
ing of heavily filtered, slow, long-continued ray- 
ing, and Riguad’s radium technic of small plati- 
num filtered radium needles used for a long pe- 
riod of time, both seem to be advances in the 
treatment of malignancy. 


Some work has been done at the Memorial 
Cancer Hospital in New York that tends to 
show that normal tissue can stand a greater 
combined x-ray and radium treatment than the 
same amount of radiation from either given 
alone. In skin cancer, I have often used this 
combined method with good results. It seems 
that there is a better distribution of rays, a 
deeper effect, and less recurrence, than when 
either x-ray or radium is used alone. I use one 
ten-milligram steel alloy filtered radium needle 
to each centimeter of the diameter of the base 
of the malignant nodule or ulcer, and leave these 
needles in place for three hours. At the same 
time, I give four and three-fourths skin eryth- 
emas (nineteen hundred r) of unfiltered x-ray, 
with a wide margin, using ninety kilovolts. The 
reaction is quite marked, but complete healing 
occurs in six weeks to two months. 

The first patient that I treated with combined radium 


and x-ray was a white man aged 45, who came to me 
from a small town hospital fourteen years ago. The 


*Read in Section on Radiology, Southern Medical Association, 
Thirty-First Annual Meeting, New Orleans, Louisiana, November 
30--December 1-2-3, 1937. 
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hospital physician had applied radium several times and 
finally told the patient that no more radium treat- 
ment could be given. When the patient came to me 
with a rapidly growing cancer the size of a black walnut 
on his cheek, I could tell from the time since his last 
radium treatment, and the reaction present, that only a 
“play-pretty” dose of radium had been given. I inserted 
six ten-milligram steel alloy radium needles in the base 
of the nodule for three hours and gave four and three- 
fourths unfiltered skin erythemas (nineteen hundred r) 
with x-ray at ninety kilovolts and produced a beautiful 
cure for four years, when there was either a new lesion 
or a recurrence at the margin. 

This marginal recurrence was seen first by a 
small town physician in general practice who had 
just bought an x-ray machine and tried a dose 
0. the patient. The result was a failure and the 
physician sent the patient in to me for further treat- 
ment. The area was now in a difficult condition, as 
the physician did not know just how much x-ray had 
been given. I agreed to give a second x-ray treatment 
with the understanding that if healing did not result 
the area should then have a wide cautery excision. The 
second x-ray treatment failed to heal the lesion and the 
patient refused to have the cautery excision. The pa- 
tient went to a good radiologist, who made an error in 
not getting a full history, as the patient got more radium 
when the area was already over-radiated. The area 
did not heal, and the patient went to a surgeon who 
has done some splendid surgery, but is somewhat of the 
old school, and I think the patient got a zinc chloride 
or arsenic paste, and not long afterwards crossed the 
Great River. 


Now, why all this story of one case? Simply 
because thousands of cancer cases are treated 
this way. They are not incurable, but still un- 
cured, because the right method, although avail- 
able, is not used. If I could have seen this pa- 
tient when the recurrence or new disturbance 
first began, or if he had consented to a wide 
cautery excision, I think he would be alive and 
well today. The Secretary for the American 
Society for the Control of Cancer once said that 
one absolute truth had been learned about the 
treatment of cancer, and that was that the first 
treatment must be the right treatment. To cure 
malignancy, we must struggle for wider mar- 
gins. Never think from the inside out, but al- 
ways from the outside in Many a surgeon and 
many a radiologist has patted himself on the 
back at having cured a cancer, only to be horri- 
fied later when he sees another hell flower bloom 
at the margin of the area. 


Surgery, so old that its gray hairs reach back 
into the centuries, is not yet well understood 
in its ultimate possibilities. Certainly, then, the 
forty-year-old infant, radiology, is of time’s ne- 
cessity still confusing. However, the radiologist 
is always getting encouraging words from the 
front. About four years ago, I secured the use 
of ten one-milligram 0.5 mm. platinum-iridium 
filtered radium needles, 27.7 mm. long of the 
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Rigaud type. At that time we had some thirty 
ardent consultants at the Robert B. Green Hos- 
pital Cancer Clinic. A grade three carcinoma, 
the size of a dollar, centering on the corona of 
the glans penis of a 40-year-old Mexican, came 
up for discussion. The surgeons and urologists 
rather wanted to cut everything. One urologist 
said just remove the penis and adnexa, gently 
open the abdomen, and remove the chain of 
lymph nodes in both lower abdominal quadrants 
right up to the kidneys, a safe, simple and effec- 
tive operation; but the Mexican objected. 
Therefore, ten one-milligram platinum filtered 
radium needles were inserted in the base of the 
lesion and sewed in position for seven days. 
Before this, I had ordered an erythema dose of 
x-ray (900 r), with 144 mm. copper and one mm. 
aluminum filter at 120 kilovolts, but when sur- 
gery was ruled out the x-ray treatment was coun- 
termanded. However, this order did not get 
through and the x-ray treatment came on, on 
top of the radium, which was apparently just 
what the patient needed, for two years later a 
biopsy from a small eczematous spot on the area 
showed no cancer present. Since then I have 
treated quite a number of malignancies with 
small radium needles combined with x-ray, with 
apparently a better percentage of cures. 


I wish to present the following cases: 


Case 1—A white male, aged 30, had a spindle cell 
sarcoma, affecting one lower jawbone and the overlying 
cheek muscle, appearing as a red tumor on the check, 
one and one-half inches in diameter. Ten one-milligram 
platinum filtered radium needles were inserted and sewed 
in position for one week. The outside needles are in- 
serted from opposite directions and tied against each 
other. The inside needles have a double thread so that 
one end can be used to extract the needle, while the 
other end is brought right through the cheek and tied 
over a surgical button. 


While the needles were in place, an erythema dose (900 
r) of x-ray was given at 120 kilovolts with 14 mm. cop- 
per and 1 mm. aluminum. The area became infected 
aud a severe hemorrhage occurred, but stopped without 
ligation. The area healed nicely. Even all the severe 
local pyorrhea cleared up. But there was a small hole 
in the cheek where the tumor and infection had been. 
The patient cooperated very poorly, and about a year 
later developed a recurrence anterior to the apparent 
margin, either a metastasis before treatment began, or a 
growth on the real margin outside the treated area. 
The patient did not come to me for further treatment, 
and I suppose the result of the recurrence was fatal. If 
I had had more radium needles, and treated a larger 
area, I believe this patient would have been cured, as 
the treated area showed no recurrence for a year. 


Case 2—A Mexican woman, aged 50, seemingly hope- 
less, had a grade 2 carcinoma, covering a wide area at 
the gum line of one lower jaw. Five 0.5 mm. wall 
thickness platinum radium needles, 27 mm. long (of the 
sheath type) were inserted for four days; and an eryth- 
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ema dose of x-ray (900 r) was given at the same time, 
using 4% mm. copper plus 1 mm. aluminum filter and 
120 kilovolts. All of these jaw cases show abundant 
pus where the threads come through the cheek, but this 
disappears in about a week after the threads are re- 
moved, indicating that the radiation has a profound 
effect on infection. All radiation reaction cleared up 
in two months and the patient has remained well two 
years. 


Case 3—A white man, aged 37, had a grade 3 carci- 
noma of the lower lip. It began in April, 1937, and by 
August 1, 1937, the entire lower lip was destroyed, 
seemingly a most awful and hopeless condition. Five 
2-mg. platinum filtered radium needles were inserted for 
four days, and nine 1-mg. platinum filtered radium 
needles were inserted for seven days, and at the same 
time an erythema dose of x-ray (900 r) was given over 
a wide area, using 1% mm. copper and 1 mm. aluminum 
filter at 120 kilovolts. In two months all reaction had 
disappeared, and all visib'e malignant tissue was de- 
stroyed. The area appeared as though a surgeon had 
removed the lower lip. At present, only one small 
metastasis has appeared telow the jaw, and this has en- 
tirely regressed six weeks after an x-ray treatment. If 
recurrence does not show up, the surgeons say they can 
make a very good new lip. 


Case 4—A Mexican, aged 75, had a hard, rapidly 
growing parotid area tumor, two inches in diameter. 
No biopsy was done, but clinically it was a very evident 
malignancy. Twelve 1 mg. platinum filtered radium 
needles were inserted for seven days, and while the 
needles were in place x-ray treatment was begun and 
continued every day, except Sundays, until twenty treat- 
ments were given, exposing only a moderate margin, as 
I feared too much destruction of normal tissue. The 
x-ray factors were 200 kilovolts (tube rectification) 16 
ma., 2 mm. of copper and 1 mm. aluminum filter, 50 
cm. distance, 8 minutes (208 r) each day for six days, 
then 4 minutes (104 r) each day for ten days, and then 
2 minutes (52 r) each day for four days, making a total 


Fig. 1, Case 3 
Squamous cell carcinoma, Grade III, four months’ duration. 
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of 2,496 r, which on my machine by actual skin test 
equals three moderate erythemas. About two weeks 
after the x-ray was stopped an area the size of a dollar 
in the center of the tumor peeled off, but healed over 
in about one month. The tumor did not decrease in 
size until about a month after the x-radiation was com- 
pleted. Then it rapidly disappeared and did not return. 
About two months later the patient began to com- 
plain that he had lost control of the muscles in that 
side of his neck. As he was quite old, he gave up and 


Fig. 2, Case 3 
Small unit radium needles in position. 


Fig. 3, Case 3 
Condition two months after combined radium and x-ray 
treatment. New lip to be made later. 
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went to bed for a year, and finally died of a lung con- 
dition. I did not see him, but his son said the tumor 
gave him no more trouble. 


Case 5—A white man, aged 44, had a tumor which 
began in the parotid area following a case of “flu” in 
April, 1937. His local physician considered it benign. 
I first saw the tumor August 15, 1937, at which time 
it was about three inches in diameter. A biopsy was 
taken August 24 and showed a very anaplastic, rapidly 
growing carcinoma, which the surgeons pronounced in- 
operable. August 27, I began and completed the same 
x-ray treatment as in Case 4, except that 208 more roent- 
gen units were given in the last three treatments. On 
August 30, eighteen 1 mg. platinum filtered needles were 
inserted for seven days. September 2, it seemed that, 
due to a shift in the neck muscles while the patient was 
under the anesthetic, a slight margin of the tumor was 
not covered. Therefore, five 10 mg. steel alloy filtered 
— needles were inserted in this area for three 

ours. 


When the last x-ray was given the tumor had de- 
creased about one-fifth. About two weeks later a pro- 
nounced peeling had occurred from the lower cheek to 
the clavicle, and from near the trachea to the mid-back 
of the neck. On September 19, all signs of the tumor 
are reported by the home physician to be gone. The 
patient has regained all his weight, feels strong and 
well, and is working hard every day. The peeling is 
healing over rapidly. The peeled area October 1 was 
434 x 334 inches. November 16, the peeled area was 
134 x 1 inch and the patient seemed well. 


Case 6—A white woman, aged 47, had an osteogenic 
sarcoma near the head of the humerus. The bone was 
curetted out, but all of the tumor could not be removed 
and the surgeon requested radiation. About seven days 
after operation, eighteen 1 mg. platinum filtered needles 
were inserted in and about the site of operation, and the 
x-ray treatment described in Case 5 was given, except 
that two-fifths of the treatment was given over the 
operation site and three-fifths on the opposite side of 
the arm. The operation stitches were removed one day 
after the radium needles were removed. There was no 
tendency for the wound to gap open. Some peeling 
occurred about the operation site, but all was healed 
over in five weeks after the last x-ray treatment. As it 
has only been three months since the operation, it is too 
early to tell what result has been obtained, but there is 
no evidence of beginning recurrence at this time. 


SUMMARY 


Better results can be obtained in certain diffi- 
cult cases of malignancy by the combined use 
of small radium needles and x-ray than can be 
secured by the use of either of these agents alone 
or by surgery. This combined treatment gives 
a more intense irradiation to the tumor mass, 
with less skin injury, than when x-ray is used 
alone; and it also gives smoother and more 
effective irradiation than can be obtained by 
radium alone. 


DISCUSSION (Abstract) 


Dr. Crockett (closing) —I have been asked if I use 
high voltage x-ray over the neck in all cancers of the 
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face. My answer is that I use high voltage x-rays over 
the neck only in special cases. In most cases of face 
and lip cancers, I do not ray the neck unless nodules 
show up, because (first) they usually do not occur, and 
(second) if nodules do appear, I ray the neck much 
harder than I would if I only thought metastatic nod- 
ules might or might not occur. 

Dr. Edwards’ statement that “the type of radium 
needles used, as to milligram per given length and wall 
filtration, is very important,’ cannot be too strongly 
emphasized. Each radium application should be care- 
fully thought out and only the type of needle used that 
is best for that case. 


AMINOPYRINE TREATMENT OF RHEU- 
MATIC ENDOCARDITIS ASSOCIATED 
WITH ACTIVE RHEUMATIC 
INFECTION* 


A PRELIMINARY REPORT 


By B. R. Hentncer, M.D. 
and 


Gorpon McHarpy, M.D. 
New Orleans, Louisiana 


It is now generally accepted that there are no 
indications for the treatment of rheumatic endo- 
carditis unless one of four clinical states exist in 
conjunction with the endocarditis, namely: ac- 
tive rheumatic infection; an associated auricu- 
lar fibrillation; auricular 
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indications of activity of rheumatic infection: 
fever, pulse rate of 100 or above at bed rest, joint 
involvement, leukocytosis, weight loss, and rapid 
sedimentation rate of the red blood cells. 


Having concluded that a case of rheumatic 
endocarditis is associated with an active rheu- 
matic infection, it has been customary for the 
physician to place the patient at bed rest, and 
order a good general diet and sodium salicylate 
in varying doses. Most physicians agree as to 
the beneficial effect of salicylates in producing 
abatement of symptoms. There remain, how- 
ever, only a few who believe that there is a 
specific action of the salicylates in converting an 
active rheumatic state into one of inactivity. 
Personal experience with salicylate therapy tends 
to confirm these ideas. 

In some cases of active rheumatic endocarditis, 
the desired effects from salicylates are not ob- 
tained; consequently, with long continued use 
of the drug, even in large doses, the patient be- 
comes discouraged, or disagreeable effects are 
produced and thus the course of these patients 
is unsatisfactory. 

Aminopyrine as a substitute for salicylates in 
intractable active rheumatic states was used in 
this series with remarkable results. In most in- 
stances its action was rapid, with no untoward 
effects. The apparent well-being of the patients 


flutter; or congestive heart 
failure. 1/10 Second 

In a given case of rheu- 
matic type of heart disease, 
it should be the duty of the 
clinician first to ascertain 
whether or not there exists 
an active rheumatic infec- 
tion which is the basis of 
the endocarditis. It is obvi- 
ous that certain criteria 
must be used to determine 
the state of the rheumatic 
infection, and the authors 
have adopted the following 


*Read in, General Clinical Session, 
Southern Medical Association, Thirty- 
First Annual Meeting, New Orleans, 
Louisiana, November 30--December 1- 
2-3, 1937, 

*From the Departments of Medi- 
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ical Center and the Charity Hospital 
of Louisiana at New Orleans, and the 


mary, New Orleans, Louisiana. 


Chart 1 


Division of Medicine, Touro Infir- Case 1, M. V. Inversion of T-waves, Leads I and II, at times found in pericarditis without 


effusion. 
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who were kept on small maintenance doses of 
aminopyrine was evident. 


During the past six months, ten patients with 
an active rheumatic infection have been treated. 
In each of these the activity of the infection was 
reasonably certain as indicated by the above cri- 
teria. Nine patients were 17 years of age or 
under; the other was 42 years old. At the out- 
set all received 10 grains (0.66 gm.), three times 
a day, regardless of age, weight of the patient, 
or the severity of the infection. Results were 
most favorable; there was prompt relief of all 
symptoms, a sudden drop 
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the infection was considered to be rheumatic, al- 
though there was no previous history of such an in- 
fection. Criteria for an active rheumatic infection were 
completely fulfilled, except for joint involvement. There 
was a leukocytosis of 19,500, a sedimentation time of 41 
minutes, and a temperature of 102° F. On receiving 
aminopyrine, 10 grains three times a day, there was 
prompt relief of all symptoms. The temperature re- 
turned to normal in thirty hours; the white cell count 
dropped to 8,000 within forty-eight hours; the sedimen- 
tation time was 81 minutes. The dose of aminopyrine 
was then reduced to 5 grains (.33 grams) three times a 
day, and within twenty-four hours the temperature rose 
to 100.8° F., the pulse rate became more rapid, the 
leukocyte count increased, the sedimentation time was 


in the temperature and in 


TOURO INFIRMARY TE, 
the leukocyte count, an |. pans. 
when joint involvement was | 
pulse rate, and a return of Poo 
the sedimentation time to 105" _ 
normal. The hospitaliza- 
tion period was definitely 104" +- 
shortened. 4 < 

After the initial dose of 108" 7 
aminopyrine, grains : 
three times a day, there was 102 
an abrupt drop in the tem- . 
perature, reaching normal 101 
in forty-eight to fifty-six aed 
hours. The leukocyte count 100° 2 , 
returned to normal; the 
sedimentation time became 99° 
prolonged, toward a normal 
variation. 98° +t : 

Two cases which exem- tH 
plify the remarkable effect at 
of aminopyrine are pre- 1 
sented. 


CASE REPORTS 


Case 1—M. V., a young girl, 


aged 16 years, had been in good 


health, and was suddenly taken 


with precordial pain, fever, ma- 


laise and intestinal discomfort. 


RESPIRATION--PULSE 
owe 
oo 
| 
ry 


cardial friction rub readily dis- es t 

cerned over the cardiac apex, a bog mae = 
tachycardia of 110 per minute, ‘ie 
and a right plural friction rub. eed 
Within twenty-four hours an- - ch 

the left axilla. There had been 

no history of an upper respira- |= min: 

tory infection. The diagnosis == —$— — 
was acute pericarditis (Chart Chart 2 
1), and on account of the fleet- 


ing pneumonic manifestations,1 


Case 2, E. L. Prompt remission of temperature with drop in leukocyte count and marked 
lengthening of sedimentation time. 
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Chart 3 
Case 1, M. V. Prompt remission of temperature, drop in leukocyte count and recurrence of symptoms and clinical manifesta- 


tions upon reduction of dose of aminopyrine; and second remission of symptoms and clinical signs after administration of amino- 


pyrine in the larger initial dosage. 


definitely shortened, and the patient did not appear as 
well as during the previous twenty-four hours. 


Case 2.—E. L., a white boy, aged 12, was fir:t seen in 
July, 1937. The rheumatic lesion dates to the age of 8, 
and his illness at that time was ushered in by fever, 
malaise and swollen, painful joints. Two and a half 
years previously he was told his heart was affected. 
Since the onset of the rheumatic fever there had been 
four distinct episodes, each lasting from four to six 
months. When seen in July, 1937, the patient had been 
in an attack for over six weeks with a swollen, painful 
left knee. His temperature ranged from 100 to 103° F., 
pulse rate varying from 110 to 140 per minute, al- 
though he was at bed rest and on moderate doses of 
sodium salicylate. On admission to Touro Infirmary, 
the patient presented the typical picture of acute rheu- 
matic fever, with al! of the classical signs of rheumatic 
mitral stenosis. The dai'y temperature ranged from 
100 to 101.4° F., pulse rate from 110-120 per minute, 
leukocyte count 19,000, wita 80 per cent neutrophils; 
sedimentation time, 22 minutes. Aminopyrine, 10 grains 
three times a day, was ordered. Three days later the 
temperature was normal, leukocyte count 9,500, sedi- 
mentation time 96 minutes, and all symptoms abated 
(Chart 2). Four weeks later, on a maintenance dose 
of 5 grains three times a day, all joint manifestations 
had disappeared; the pulse rate was 76 per minute; leu- 
kocyte count was 7,400, and sedimentation time 2% 
hours. 


DISCUSSION 


In the first case it was thought that the ini- 
tial dose of aminopyrine had been reduced too 
drastically, consequently it was increased to 10 
grains three times a day. Perhaps a more logical 
method would have been to diminish the dosage 
more gradually, say from an initial 30 grains 


daily at a rate of 5 grains every forty-eight 
hours until the maintenance dose is reached. 
Further observations with a larger group of cases 
and over a longer period of time will no doubt 
lead to more valuable conclusions regarding 
maintenance dosage, which undoubtedly varies 
with circumstances. 

The second case is another example of the 
prompt and extraordinary action of aminopyrine 
in acute rheumatic endocarditis. This patient 
was unresponsive to salicylates. In Case 2, the 
miintenance dose was easily determined, and 
there was no recurrence of symptoms. In the 
first case a maintenance dosage of 5 grains three 
times a day was attended by a prompt rise in 
temperature and leukocyte count, and return of 
some of the clinical manifestations (Chart 3). 

Following remission of the active clinical 
manifestations resulting from the initial dose 
of aminopyrine, there has been some difficulty 
in arriving at a maintenance dose, and likewise 
in determining the length of time this mainte- 
nance dose is to be continued. From observa- 
tions in the present series, it is believed that a 
proper method would be gradually to reduce the 
dose every forty-eight hours by 5 to 10 grains, 
provided there are no indications of a return of 
manifestations which were previously noted. By 
such reductions, a maintenance dose, if finally 
reached, usually varies from 10 to 15 grains 


per day. 
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Three cases have been under observation for 
four months. Two of these were on a mainte- 
nance dose of 15 grains daily for one month; the 
third for a period of three months. All have re- 
mained in a state of apparent inactivity, although 
aminopyrine has been discontinued for at least 
a month. The period of aminopyrine therapy 
roughly depends upon an estimate of the resist- 
ance of the patient, the severity of the infection 
and the apparent amount of damage done. Cer- 
tainly all criteria of an active rheumatic infection, 
both from the clinical and laboratory data, should 
be negative before discontinuing aminopyrine. 
If, after discontinuance, symptoms return, the 
drug therapy must be reinstituted. 

The authors do not assume originality for the 
treatment of active rheumatic endocarditis with 
aminopyrine, for it is understood that Professor 
Sturgis of Ann Arbor routinely used such treat- 
ment only to abandon it because of its place in 
current literature regarding agranulocytosis. Pro- 
fessor W. S. McCann,? of the University of 
Rochester School of Medicine, has for some time 
used aminopyrine in the treatment of active 
rheumatic endocarditis with very satisfactory re- 
sults, but this study has not been reported.* 


The number of cases reported at this time is 
entirely too small from which to draw definite 
conclusions. This preliminary report is made 
with the hope that it may stimulate other clini- 
cians to give aminopyrine a place in the treat- 
ment of refractory cases of active rheumatic in- 
fection. The results in this series have been 
extremely gratifying, and it is believed that a 
form of treatment attended by great symptomatic 
relief, especially in these refractory cases, de- 
serves fair and impartial trial. Although some 
observers have reported casualties from the con- 
tinued use of aminopyrine, there have been no 
ill effects from the use of the drug in this short 
series. It would seem wise to follow aminopyrine 


therapy in every instance with repeated blood 
studies. 


SUMMARY 


(1) A preliminary report is ‘made on the 
aminopyrine treatment of 10 cases of active rheu- 
matic carditis.+ 


(2) The results have been most successful in 


“Dr. McCann wishes to acknowledge his indebtedness to Dr. 
Frederick von Mueller, of Munich, for having called his attention 


to the use of aminopyrine in the treatment of active rheumatic 
endocarditis. 


T fAminopyrine was used as pyramidon (Winthrop) in each case. 
wenty-six additional cases of active rheumatic endocarditis are 
how under observation and under the same treatment. Observa- 


tions upon these cases are to be published. 
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this series. There was prompt remission of 
the clinical manifestations with accompanying 
laboratory data which indicate conversion of an 
active state of the rheumatic infection into an 
inactive one. 

(3) Further observations must be made to de- 
termine the length of time a maintenance dose 
must be continued and the efficacy of the amino- 
pyrine treatment in maintaining the cases in a 
state of well being. 
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THE PLACE OF DIURETICS IN CONGES- 
TIVE HEART FAILURE* 


By Lyons, M.D. 
New Orleans, Louisiana 


While an extensive literature has arisen in re- 
gard to the value and use of diuretics in cardiac 
edema, it is still not clear to many clinicians at 
what stage in the treatment of cardiac decom- 
pensation these drugs are indicated. In cardiac 
patients with long-standing edema who have re- 
sisted all other standard methods of treatment, 
it is universally conceded that diuretics should 
be given a trial. In the cardiorenal case with 
relatively slow pulse it is generally accepted that 
diuretics are of value. 

The question arises whether there does not 
still exist a tendency to delay the administration 
of diuretics too long in acute congestive heart 
failure, thereby prolonging the load of an already 
over-burdened organ. In elderly individuals with 
damaged heart muscles, this may lead to exhaus- 
tion and death. The tendency to delay the use 
of diuretics may be traced back to two causes: 
first, ten or more years ago the literature on 
cardiology stressed the fact that digitalis, when 
properly used, acted as an excellent diuretic 
and therefore diuretic drugs were rarely needed. 
Hence, little importance was attached to them. 
Second, most diuretics of that period could be 
administered only by mouth and were apt to 
upset the gastro-intestinal tract. Frequently this 
tendency rendered their administration imprac- 
tical in view of the fact that many decompen- 
sated cardiacs already suffered from nausea and 


*Read in General Clinical Session, Southern Medical Association 
Thirty-First Annual Meeting, New Orleans, Louisiana, November 
30--December 1-2-3, 1937. 
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vomiting. The diuretics were relegated, then. 
to the occasional cardiac patient who had a good 
stomach and could tolerate them. 


With the advent of the mercurial diuretics 
some of these objections were overcome. These 
diuretics can be given intravenously, thus spar- 
ing the gastro-intestinal tract. However, other 
objections were raised, namely, that they are 
dangerous and may produce mercurial poison- 
ing and kidney damage. Furthermore, the fact 
that they are best administered by vein acts as 
a deterrent to many practitioners. Even this 
objection has recently been circumvented by 
the production of mercurial diuretics in the form 
of suppositories. 

As regards the danger of mercurial poisoning, 
it may be said that the newer materials have 
very low toxicity when administered in proper 
doses at proper intervals. The danger of their 
increasing renal irritation in a chronically dis- 
eased kidney has been exaggerated. Obviously, 
a diuretic should not be used in the acute stage 
of nephritis. The large urinary output from 
seemingly damaged kidneys is often quite sur- 
prising and the diuresis reveals the presence of 
adequately functioning kidneys. 

It would appear then, that with diuretics avail- 
able for intravenous and rectal administration, 
patients with congestive heart failure should, in 
many instances, receive them earlier in their 
course of treatment, providing there is no defi- 
nite contraindication. Why should a patient re- 
main edematous, often for weeks, after thorough 
digitalization and other methods have been em- 
ployed before diuretics are tried? It would 
seem logical that when a patient is not edema- 
free after thorough digitalization that diuretic 
treatment should be promptly instivuted, thus 
sparing the weakened heart muscle the added 
effort of pumping blood through compressed 
blood vessels. 


In the degenerative types of heart disease in 
elderly individuals, it is particularly important 
that the edema should be abolished in as short a 
time as possible. However, it is in this type of 
individual that care must be used in the admin- 
istration of the diuretics. In the young cardiac 
the output of large quantities (5,000 to 8,000 
c. c.) of urine in 24 hours may be well tolerated, 
but the aged heart patient stands such a large 
diuresis poorly. The effort of passing frequent, 
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large quantities of urine may easily exhaust the 
patient. Furthermore, it must be remembered 
that before such a large quantity of urine can 
be voided, large amounts of edema fluid must 
be reabsorbed by the blood vessels, thus impos- 
ing for the time being, an additionel burden on 
the heart. Since many elderly cardiacs have 
damaged kidneys, it is not improbable that 
their edema fluid may contain toxic materials 
which may be a factor in producing disagreeable 
symptoms. Levine has suggested that the oc- 
casional ill effects seen following a brisk diuresis 
(in patients receiving digitalis) is due to the 
fact that the fluids stored in the body may con- 
tain considerable amounts of digitalis and when 
it is absorbed into the blood stream for excre- 
tion through the kidneys, the patient is really 
getting a new, large dose of digitalis from within, 
that is, he is being redigitalized. 


It would seem, however, that the two most 
important factors are the fatigue produced by 
the passage of frequent, large quantities of urine 
and the extra work imposed on the heart by the 
increased blood volume occasioned by the ab- 
sorption of large amounts of fluid from inter- 
stitial spaces. It is important that the mercurial 
diuretics should be administered in moderate 
doses to elderly cardiacs. It is seldom advisable 
to give such patients more than 1 c. c. by vein, 
or half a suppository. 

» {s well to remember that most of our diu- 
1->*s are more effective when preceded and 

u concomitantly with ammonium chloride. 
Ammonium chloride has some slight diuretic 
properties when given in daily doses of 60-80 
grains. The xanthines, such as theobromine and 
theophylline and their derivatives, may be em- 
ployed to some advantage in conjunction with 
the mercurial diuretics, a point which Herrman 
has recently emphasized. 


CONCLUSIONS 

(1) Factors are enumerated which tended in 
the past to delay the administration of diuretics. 

(2) A plea is made for the early use of diu- 
retics in the course of congestive heart failure. 

(3) In cardiorenal cases with relatively slow 
pulse, diuretics are especially indicated. 

(4) In the elderly cardiac, diuretics must be 
used more cautiously and in smaller doses. 
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CHRONIC BRUCELLOSIS OF TWENTY- 
FIVE MONTHS’ DURATION* 
REPORT OF A CASE WITH NECROPSY FINDINGS 


By E. E. Meneree, M.D.+ 
and 
Mary A. Poston 
Durham, North Carolina 


Brucellosis is a disease of comparatively low 
mortality. Most texts place the death rate 
around 2 per cent and state that death occurs 
after about six weeks of a malignant, over- 
whelming, unremitting type of infection. In 
this paper will be reported an instance of bru- 
cellosis with remitting fever, as described by 
Hughes,! which resulted in death after twenty- 
five months of illness. 

Little is known concerning the pathologic 
changes due to brucella infection. Since 
Sprunt and McBryde,” in 1935, reviewed the 
literature of fatal brucellosis we have been able 
to find only two cases reported in the American 
literature which terminated in death. In one 
of these? death was caused by a pulmonary 
embolus, an unusual complication. In the 
other, brucella organisms were never isolated 
and the disease was complicated by diabetes mel- 
litus, cirrhosis, and streptococcal peritonitis. 


CASE REPORT 


A 26-year-old white male textile worker entered 
Duke Hospital for the first time on November 25, 
1936, complaining of intermittent bouts of fever during 
the preceding eleven months. 

The present illness began about Christmas, 1935, when 
the patient suddenly developed fever, anorexia. and 
vertigo. These symptoms persisted for sixteen days 
and then disappeared, leaving him aparently well, but 
weak. During the eleven months preceding hospitali- 
zation he had had seven such attacks. Sixteen days 
before he came to the hospital he developed sharp knife- 
like pains in the right upper abdomen. 


Physical examination revealed a well developed, well 
nourished man who appeared chronically ill. His tem- 
perature was 39.8° C. (103.6° F.), pulse 108, respira- 
tory rate 18, and blood pressure 132/80. The skin was 
hot and moist. There was a generalized enlargement 
of the lymph nodes which were small, discrete and 
tender. The spleen was palpable 3 cm. below the left 
costal margin; the liver edge could not be felt, but 
there was marked tenderness in the right upper quad- 
rant. Reflexes were hyperactive but equal. No other 
abnormalities were noted. 


*Received for publication July 6, 1938. 


*From the Departments of Bacteriology and Medicine, Duke 
University School of Medicine. 
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The Wassermann was negative, hemoglobin 13.2 
grams (Sahli), the red blood count was 4,200,000, 
white count 5,100; differential: polymorphonuclears 84 
per cent, large lymphocytes 7 per cent, small lympho- 
cytes 6 per cent, mononuclears 2 per cent, and eosino- 
philes 1 per cent. Skin tests with Brucella antigen and 
repeated agglutinations for Brucella were negative. 
Brucella could not be grown from the patient’s blood, 
urine or stools. X-ray studies of the gallbladder were 
reported as normal. 


Three days after admission his temperature fell to 
normal, the lymph nodes and spleen decreased in size 
and all symptoms subsided. He was observed for one 
week and then discharged. : 

For five days after leaving the hospital he was 
asymptomatic. He then developed severe abdominal 
pain; his temperature rose to 40° C. (104° F.); and he 
returned to the hospital. The physical findings as well 
as the accessory clinical data were the same as on 
the first admission. On the third day a supraclavicu- 
lar lymph node was removed and pathological study 
revealed a chronic lymphadenitis with necrotic foci. 
Brucella, variety suis, was isolated from this lymph 
node. Blood, urine and stool cultures were negative. 
Skin tests with Brucella antigen and Brucella vaccine 
were negative and no antibodies could be demonstrated 
by agglutination and phagocytosis.5 

Skin tests® done with immune antibrucella goat se- 
rum? sent us by Dr. Lee Foshay, of the University of 
Cincinnati, gave an immediate positive reaction, and the 
patient was given 60 c. c. of this serum over a period 
of four days by intravenous and intramuscular injec- 
tions. His temperature, however, had fallen to normal 
before serum therapy was instituted. Two days after 
the last injection he developed symptoms of serum sick- 
ness, which disappeared after ten days; and he was 
discharged apparently much improved. 

Two weeks later he returned for the third time. 
The symptoms and signs were as before; and he had 
a fever of 39.5° C. (103.2° F.). Again allergic skin 
tests, agglutinations, phagocytosis and cultures were 
negative. His temperature remained elevated for six 
days and then fell to normal. The patient had no sys- 
temic reaction after the injection of 6 c. c. of brucellin, 
and even after this large dose he failed to develop any 
opsonocytophagic power. 

He returned to the hospital six months later, saying 
that he had continued to have an undulating type of 
fever. His temperature was 40.7° C. (105.3° F.). The 
physical examination was as before. His temperature 
remained elevated between 40° C. (104° F.) to 41° C. 
(106° F.) for eight days. The white count ranged 
from 800 to 3,000 over this period with an average 
differential of polymorphonuclears 39 per cent, large 
lymphocytes 35 per cent, small lymphocytes 12 per 
cent, mononuclears 4 per cent. The hemoglobin was 9 
grams and the red blood count 2,800,000. Sulfanila- 
mide therapy was begun three times, but on each oc- 
casion the white count fell below 1,000 within 24 hours 
and the drug was discontinued. Following a transfusion 
his temperature fell, and he rapidly improved. Cultures 
of bile, obtained by a Rehfuss tube, showed a growth 
of Brucella after two weeks’ incubation. 

He had been discharged, but was advised to return 
to the hospital for cholecystectomy. On admission he 
was found to be in a febrile period, but after two 
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transfusions his temperature became normal and a 
chronically infected gallbladder was removed, from 
which Brucella organisms were grown. 

The postoperative course was uneventful for nine 
days, but then the temperature rose, the lymph nodes 
and spleen increased in size, and he began to suffer 
from joint and muscular pains. There were no signs 
of infection around the operative wound. The tem- 
perature ranged between 39° C. (102.3° F.) and 41° C. 
(106° F.) for fourteen days and then became normal. 
As the pyrexia started, the white count fell rapidly from 
5,000 with a normal differential to 1,800, of which 68 
per cent were PMN, 6 per cent LL, 16 per cent SL, 
and 10 per cent M. As soon as his fever abated he 
was given a course of Brucella vaccine. After an afeb- 
rile period of twenty-five days his temperature rose, 
accompanied by an exacerbation of symptoms. This 
period of fever lasted nine days. Following this he 
improved rapidly and was discharged with advice to 
continue the vaccine. Allergic skin tests, agglutination 
and phagocytosis remained negative. 

On January 25, 1938, he returned to the hospital 
for his sixth and final admission. His complaints were 
as on previous visits, but he had been steadily losing 
ground and was now critically ill. 

His temperature was 40° C. (104° F.), pulse 140, 
respiratory rate 28, and blood pressure 80/40. He 
was very pale and jaundiced and mentally clear. There 
were signs of consolidation in both lungs, and a marked 
tachycardia. The liver was palpable 5 cm. below the 
right costal margin and the spleen 6 cm. below the 
left costal margin. All tendon reflexes were hyperac- 
tive but equal. 

Hemoglobin was 6.6 grams, red blood count 2,100,- 
000, white count 2,700. Urine and stool examination 
revealed no abnormalities. X-rays of the chest showed 
bilateral bronchial pneumonia. Blood chemistry studies 
showed a nonprotein nitrogen of 84 mg. per cent, and 
a direct van den Bergh reaction of 12.4 mg. per cent 
of bilirubin. Blood, urine, stool and sputum cultures 
were negative for Brucella organisms. Allergic skin 
tests for Brucella were negative. His blood showed no 
agglutinins or phagocytic power. He was given three 
transfusions in six days and the temperature fell to 
normal. However, the pulse rate remained elevated; 
and he died on the tenth day. 

A necropsy was performed by Dr. Philip B. Parsons* 
one hour after death. The anatomical diagnosis was: 
lyn-phadenitis, non-specific; cholecystectomy; brucel- 
losis, with multiple small nodular lesions in lungs, liver, 
bone marrow, spleen, and bronchial mediastinal retro- 
peritoneal mesenteric axillary and inguinal lymph 
nodes; hepatomegaly; obstructive jaundice; splenomeg- 
aly with multiple, necrosed lesions; cardiac dilata- 
tion, left, with hypertrophy; decubitus, emaciation, and 
dehydration. 


Brucella, variety suis, was isolated in pure culture 
from the liver, spleen, testicles, and numerous lymph 
nodes. 

This fatal case of brucellosis demonstrates 
anew the inadequacy of our present therapeutic 
measures. Antibrucella serum was used rather 
late in the course of the disease. However, 


*Dr. Parsons will report this case in detail from a pathological 
point of view elsewhere. 
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from the results of the immunologic studies, it 
was evident that, although the patient had been 
infected for nearly a year, his body had failed 
to form immune bodies. Hence, it appeared 
logical to attempt to produce passive immuniza- 
tion. It is possible that insufficient serum was 
given, though 60 c. c. usually is an adequate 
amount,’ and he appeared, temporarily, to get 
a good therapeutic response. 


Vaccine therapy failed to evoke any favorable 
response. This was probably because the pa- 
tient throughout his illness had an overwhelm- 
ing amount of antigen in his body. It seemed 
desirable, therefore, to reduce the excessive 
amount of antigen by removing the foci of in- 
fection. An infected gallbadder was removed, 
and the failure of the patient to improve may 
be explained by the presence of multiple foci 
in many organs, so that the removal of one was 
completely inadequate. 

Because of the overwhelming infection the 
patient never became hypersensitive, indi- 
cated by the negative skin tests, and the failure 
of the body to react to brucellin. Hyperpyrexia 
due to injection of foreign protein*® into the 
blood stream has been advocated. In this case 
hyperpyrexia was not used, since it was usual 
for the patient to run a fever between 40° C. 
(104° F.) and 41° C. (106° F.) for several days 
at a time. Since he failed to improve following 
these periods of fever, artificial pyrexia did not 
seem indicated. 


Although lymphadenitis is frequently present 
in brucellosis, biopsy and culture of lymph 
nodes for diagnostic purposes is seldom done. 
It was by this means that the clinical impres- 
sion was first confirmed in this case, and this 
procedure may prove to be valuable diagnostic 
aid in the study of brucellosis. 
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ENCEPHALOMYELITIS COMPLICATING 
THE VIRUS INFECTIONS* 
REPORT OF SEVEN CASES 


By Frank H. Lancaster, M.D. 
Houston, Texas 


In a study of the contagious diseases and their 
complications it frequently has been noted that 
from year to year there may be great differences 
in morbidity and mortality rates, in the clinical 
picture presented, in the incidence and severity of 
complications generally, and in the predomi- 
nance of specific complications at certain times. 

Scarlatina and measles especially may show 
a periodicity, or as it has been termed “waves,” 
which is fairly constant, with more extensive epi- 
demics occurring in cycles of six or seven years. 
This fact, quite definitely observed in our sec- 
tion, may have an explanation on the grounds 
of a more virulent organism at one time, or in a 
different strain of organisms present, or on the 
grounds of variation in the degree of immunity 
or resistance in individuals on a community basis. 

In the absence of proper scientific data in sup- 
port of any of these possibilities we can but spec- 
ulate as to the correctness of the factors respon- 
sible for these variations, but in view of the dif- 
ferences noted in clinical experience, it may be 
pardonable to assume that the same facts which 
are true here may obtain equally well in the 
consideration of other diseases. 

Those diseases in which the etiological factor 
is considered to be a filterable virus have become 
increasingly prominent in the literature over the 
past few years because of the complications in- 
volving the nervous system and because of points 
of similarity in the nervous symptoms in entirely 
different diseases. However, one of the out- 
standing characteristics, and this fact serves to 
distinguish the condition from epidemic encephal- 
itis, is the tendency to complete recovery with- 
out sequelae, this being almost uniformly true in 
all these diseases with the exception of measles. 


Most of the cases reported have appeared in 
the literature since the World War with the peak 
in the number of cases occurring just prior to the 
year 1930. It was my privilege to report four 
cases at the Fifth Congress of the Pan-American 
Medical Association, but this paper was not pub- 


*Read in Section on Pediatrics, Southern Medical Association, 
Thirty-First Annual Meeting, New Orleans, Louisiana, November 
30--December 1-2-3, 1937. 
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lished and these cases are again reported here 
with the addition of three other cases not in- 
cluded in that report. Three of these have fol- 
lowed chickenpox, two followed measles, one 
followed vaccination, and one followed mumps. 
In the diagnosis of similar cases reported in the 
literature a varied terminology has been applied, 
but the majority seem to be considered under 
the term here employed, namely, encephalomyel- 
itis, and this term will be used without desire to 
be controversial. 

The most recent case occurred in this year fol- 
lowing an attack of epidemic parotitis compli- 
cated by orchitis and of this case a motion pic- 
ture is shown graphically to illustrate the condi- 
tion and to show different stages in the recovery 
of muscular function. 


ENCEPHALOMYELITIS FOLLOWING VARICELLA 


In 1925, Krabbe reported a case and made an 
exhaustive study of the literature and could 
find only twelve cases previously reported. Since 
that time reports have been more frequent and at 
the time of the occurrence of my cases in 1927 
approximately thirty cases which were accepted 
as authentic could be found in the literature. 
Others of doubtful character increased this list 
somewhat. At that time only two cases had been 
reported in adults and death occurred in both 


_ of these, suggesting that this complication in 


adults might be of more serious import. 

On the other hand, cases in children following 
varicella presented, as a rule, symptoms as mild 
as those seen in any of the virus infections, and 
the tendency to complete recovery was the rule. 
Underwood, in a recent review of the literature, 
reports a total of approximately 120 cases in 
which twelve deaths have occurred. He also 
gives a comprehensive discussion of the symptom- 
atology and the outline below is taken from his 
article. 

Encephalomyelitis complicating any of the vi- 
rus infections may show a wide variation in 
symptomatology, but in chickenpox the particu- 
lar things that seem to stand out are: 


(1) The infrequency of headache as a symp- 
tom. 


(2) A marked tendency to cerebellar disturb- 
ance. 


(3) Favorable prognosis, both as to life and 
the absence of sequelae. 


In only one instance thus far have two cases 
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been reported in one family. These occurred 
in 1923 and were reported by Galli. 

While the small number of cases reported 
would definitely indicate that complications of 
the nervous system of severe nature in varicella 
are rare, and those of encephalitis or encephalo- 
myelitis are extremely rare, it would be well to 
mention that the literature abounds with refer- 
ence to the association of herpes zoster and vari- 
cella. If we may be permitted to assume, in ac- 
cord with the contention of many, that the zoster 
symptoms are not those of a separate and dis- 
tinct disease, the above observation by many 
clinicians may be taken as evidence of the sus- 
ceptibility of the nervous system to the virus or 
toxins of chickenpox. It has been repeatedly 


observed that zoster patients may be responsible 
for chickenpox in contacts, especially if these 
contacts are children, and while the converse is 
true it is of much less frequent occurrence. 


SYMPTOM CLASSIFICATION (UNDERWOOD) 


Group P.—Nervous prodromal features. Description not 
sufficient for more exact classification. 
Group 1.—Meningo-encephalitis. 
Group 2.—Encephalitis. 
(a) Cerebral encephalitis (lethargic forms). 
(b) Acute cerebral tremor. 
(c) Cerebellar syndrome. 
(d) Choreo-athetotic forms (“striatitis.’’) 
(e) Non-characteristic encephalitic forms. 
Group 3.—Myelitis. 
(a) Typical (ascending or transverse). 
(b) Anterior poliomyelitis. 
(c) Multiple sclerosis. 
Group 4.—Neuritis and polyneuritis. 
Group 5.—Ocular manifestations. 
Group 6.—Other conditions. 

This classification is sufficiently complete to cover all 
reported cases, and although it is not based on purely 
pathologic features, it gives some indication of the division 
of the cases into groups in accordance with the four 
main sections of the nervous system: meninges, brain 
proper, spinal cord, or peripheral nerves, which may be 
involved. 


REPORT OF CASES 


Case 1.—A boy, aged 4 years, with a good family his- 
tory and no serious illness in the past history, in 1927 
developed fever which was followed by an eruption. A 
diagnosis of chickenpox was made by the family physi- 
cian. The case was mild and symptoms cleared up 
promptly except that the boy did not seem to have the 
usual energy. The parents did not detect any symptems 
other than this, but on the morning of the tenth day 
following the attack of chickenpox he was unable to 
handle his lower limbs properly and drowsiness con- 
tinued. There was never complete paralysis, but the 
station and gait were uncertain and there was definite 
weakness of the leg muscles. There was no pain. 
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There had been vomiting, but this occurred at the time 
of the administration of medicines only, and the parents 
felt that the medicines were causative. 


Nothing else could be elicited in the history, even on 
direct questioning. 

The patient came into the office about three weeks 
after the paresis was noted. Examination at that time 
revealed a well-nourished boy of average size for his 
age, bright and alert, active despite the handicap of 
muscle weakness. All systems except the neuromuscu- 
lar system were normal. There was a slight weakness 
of the right hand and arm which, however, was not 
apparent on casual examination. There was weakness of 
both legs, more pronounced on the right side, resulting 
in this foot being dragged somewhat when walking. 
The station was very good and the child, when walking 
slowly, could accomplish locomotion in a fairly satis- 
factory manner. When attempting to run the difficulty 
in handling the lower extremities was quite apparent and 
the child would fall frequently. The reflexes were di- 
minished, more so on the right. 

The blood and urine findings were normal, as was the 
spinal fluid. This patient made a satisfactory recovery, 
improvement being progressive from the time of this ex- 
amination. 


Case 2.—A boy, aged 6 years, whose family history 
was inconsequential, had been delivered by forceps at 
full term, with no injury. He was bottle fed. At 2 
years and 5 months he had otitis media and left myring- 
otomy under a general anesthetic. At 4 years, he had 
an uncomplicated case of measles. At 4% years his 
tonsils and adenoids were removed under a general anes- 
thetic. 

His present illness (1927) began with fever 102 to 
103° F., which was diagnosed chickenpox. His oral 
temperature was down to 99° on the third day and was 
normal on the fourth day. 


A week later he was unusually drowsy all the fore- 
noon. His temperature ranged from 97 to 98° F. Then 
a staggering gait was noted with progressive loss of 
strength in the legs. Within the following three days 
the muscle weakness became generalized, but there was 
some response to tests for deep reflexes. His speech 
became impaired and there was projectile vomiting. The 
patient complained of intense headache, double vision 
and was unable to gauge the distance of objects, every- 
thing being adjudged much nearer than it actually was. 

The patellar reflexes disappeared entirely. 

Spinal puncture was done with no abnormal findings 
except some increase in the intraspinal pressure. Other 
laboratory findings were within normal limits. 


Following spinal puncture there was noted some im- 
provement in the muscle activity and the vomiting 
ceased. 

The patellar reflexes still gave no response. 


The appetite remained fairly good for a time, but 
there was a definite loss in weight. 


For a period of a month following the examination 
and spinal puncture there was progressive improvement 
as regards the paralysis and paresis, but there was no 
gain in weight and the appetite fell off to some extent. 
On the other hand, the child became very nervous, easily 
excitable, in constant motion all the time, and gave the 
impression of an early or atypical chorea. Some weak- 
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ness and a slight incoordination in certain movements 
was apparent for some time. The nervousness continued, 
but the patient promptly showed a return to normal 
in other respects. A recent report on this case is to 
the effect that for many months the child continued 
to show this unusual nervousness, but after about four 
years such symptoms disappeared. 


Case 3—A girl, aged 7 years, whose family history 
was inconsequential, had been a healthy child, normal 
in weight and had had no particular illnesses, except 
that she was subject to frequent co!ds in the winter. 

On March 15, 1927, she developed a fever which was 
followed by an eruption of small white blisters on the 
body. The eruption spread downward, the blisters be- 
coming larger and larger and after five days practically 
the entire body was covered. The largest lesions ap- 
peared on the buttocks, the vulva, and the thighs, and 
these developed into large ulcerations. Because of the 
pain occasioned by these ulcers and their location the 
patient was uncomfortable in any position except when 
lying on the back. She complained of headaches during 
this time and in the second week she became quite 
drowsy. She slept all night and during the day her 
mother awakened her for food and liquids. Immediately 
after eating she again dropped off to sleep and remained 
asleep for long periods. During sleep her mouth and 
eyes remained partly open, which fact disturbed the 
mother because it had never been noted before. She 
moved very little in bed, apparently because of pain. 
She remained in bed approximately six weeks and while 
she was almost motionless during this time, the parents 
did not notice anything suggesting paralysis, as they 
attributed the lack of movement to the ulcerations above 
described. At approximately six weeks the patient had 
improved to the point where the parents felt that she 
should attempt to get out of bed. It was found, how- 
ever, that she was generally weak and could not stand 
alone, and when she attempted with help to walk, the 
feet were kept widely apart and she staggered a great 
deal. The parents still thought the ulcerations respon- 
sible for these peculiarities in gait. The patient next 
complained of double vision and it was further noted 
that she was unable to grasp objects with the hands. 
Speech was impaired, deglutition became difficult, and 
the muscle weakness became more and more pronounced. 
It was at this stage that she came to the office for 
examination. There had been no pain other than the 
headaches, no vomiting or disturbance of bladder or 
bowels. 

Examination revealed a poorly nourished child unable 
to stand, walk or talk distinctly. Her temperature was 
98.6° F., blood pressure 100/60, pulse 90. Other findings 
were as follows: 

The teeth were in very poor condition, tonsils hyper- 
trophied and infected, upper eyelids ptosed, divergent 
squint, no nystagmoid movement, but an absolute in- 
ability to converge. There were numerous scars over 
the body and limbs and several ulcers appeared over 
the genitals, buttocks and thighs. On the anterior sur- 
face of the left thigh was an unusually large, deep ulcera- 
tion which at this time presented fairly healthy granula- 
tions. The arm reflexes were present and equal on the 
two sides. Epigastric and patellar reflexes were ab- 
sent. There was no clonus and no Babinski. All ex- 
tremities showed muscle weakness, but this weakness 
was more pronounced on the left side. The neck mus- 
cles were weakened and the child was unable to hold 
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her head erect. In attempting to stand there was marked 
hyperextension of the knees. Laboratory examinations 
showed no abnormality in the urine. The white blood 
count showed 10,000 cells with a differential of 78 per cent 
polymorphonuclears. The hemoglobin was 91 per cent 
and the red cell count was 4,630,000. Blood Wasser- 
mann was negative. One week later the spinal fluid 
showed thirty cells with globulin four plus and a marked 
increase in pressure. 

The patient had been getting rapidly weaker for a few 
days preceding the first visit to the office and for several 
days following it this downward progression continued. 
After the second spinal puncture she complained of 
paresthesias in the legs. Two weeks from the time she 
was first seen she was unable to stand even with help, 
was unable to talk, and had great difficulty in swallow- 
ing. Another puncture was done and the fluid was still 
under increased pressure. Following this, she showed 
definite signs of improvement and from that time she 
continued to gain in strength, speech became normal, 
there was no difficulty in swallowing, there were no 
paresthesias, and the ulcers all healed with scarring. 


Four months from the first day of her illness she was 
able to sit erect, was able to converge the eyes, could 
move her feet and legs with apparent ease, and was 
able to walk a few steps without any assistance. She 
had gained three pounds in weight over a period of two 
months and generally felt greatly improved. 


Since that time a complete recovery has followed and 
no nervous sequelae can be noted. 


ENCEPHALOMYELITIS FOLLOWING VACCINIA 


In the literature we find a great deal more in 
regard to complications of the nervous system 
following vaccination than following varicella. 
We also find a high percentage of deaths follow- 
ing vaccination, 50 per cent or more. On the 
other hand, the neurologic symptoms in the cases 
which recover are definitely of much shorter du- 
ration than in the cases following chickenpox. 


Since there is a definite association between 
vaccination and encephalomyelitis following, 
there can be little doubt that vaccination is etio- 
logic, although such complications are rare. In 
most cases the period elapsing between the time 
of vaccination and the onset of nervous symptoms 
is fairly constant, the average being about ten 
days. As in the case of varicella encephalo- 
myelitis, sequelae have been rare, which fact is 
advanced as the principal distinguishing point be- 
tween this condition and epidemic encephalitis. 
In those cases coming to autopsy definite histo- 
logic evidence of a non-suppurative encephalitis 
has been present, the findings being in the nature 
of a perivascular infiltration. 


Case 4.—A girl, aged 8 years, whose family and past 
history were inconsequential, in 1927 while attending 
school was vaccinated according to the school require- 
ment. On the night of November 6, she complained of 
feeling stiff when she went to bed. The following morn- 
ing she arose as usual and after breakfast went out in 
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the yard to play. About 1:00 p. m. she came in com- 
plaining that she felt badly; when questioned could not 
give any more definite complaint than this. She lay 
down on the bed to rest, an unusual thing for her to do. 
A little later the mother noticed that her face twitched 
at times. She observed her closely for a little while and 
this became much worse. Being frightened, she at- 
tempted to arouse the child and found that she could get 
no response to her attempts to awaken her. In just a 
few seconds a clonic convulsion occurred, but the mother 
was unable to say whether this had any point of origin. 
Convulsive seizures were repeated frequently. 

The patient was found in a prone position with heavy 
breathing, a rattling, gurgling sound in the throat, saliva 
drooling from the mouth, the head and eyes in conjugate 
deviation to the right, and, on more careful observation, 
nystagmoid movements of the eyeballs were noted with 
the quick component to the right, and widely dilated 
pupils which reacted very sluggishly to light. A con- 
vulsive seizure occurred just after the patient was ex- 
amined, beginning with a twitching of the face on the 
right side and spreading down the neck, then involving 
the arm, body and leg on the right side. In a little 
while the seizure originating in this manner began to 
spread over to the left side and there was almost a 
continuous process with this regular sequence, the suc- 
ceeding convulsion beginning in the right side of the 
face almost before the convulsive movements of the pre- 
vious one subsided in the lower left limb. There was 
no inequality in the reflexes and no Babinski occurred. 
The patient was sent to the hospital and the convulsions 
were controlled with chloroform. Spinal puncture was 
not done because the parents were unwilling. There was 
no return of convulsive movements after they were 
once controlled, but a definite paralysis of the right side 
with apparently complete anesthesia followed, lasting 
for several hours. On the next day the child was fully 
conscious, but was weak on the right side and a little 
stuporous. Recovery was complete in a short time. 


ENCEPHALOMYELITIS FOLLOWING MEASLES 


Complications involving the nervous system 
have occurred with more frequency in measles 
than in chickenpox and in a review of the litera- 
ture reported earlier this year Barnes et alii were 
able to find more than 200 cases recorded. In 
measles the outstanding features are: 

(1) The greater tendency to polymorphism 
of symptoms, and 

(2) The extremely high percentage of cases 
showing definite and permanent damage to the 
nervous system. 

In measles as well as in the other conditions the 
severity of the primary illness is in no way a 
determining factor in the occurrence of compli- 
cations or the severity of the complications when 
they appear. Price, in his article, reports two 
cases of encephalitis occurring during a measles 
epidemic in which there was a definite history 
of contact and symptoms of coryza but no rash, 
and the question arises whether these were cases 
of abortive measles with neurologic complications 
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or whether these cases, together with those oc- 
curring in the same epidemic and following true 
measles, were due to some intercurrent infection 
or to measles. 


Case 5—A girl, aged 19 months, whose family history 
was inconsequential, had had a normal birth and delivery, 
but weighed only four pounds eight ounces at birth. 
There was no evidence of injury, but there had been 
difficulty in getting food to agree with her. She was seen 
by me first when she was 10 months old and the con- 
sultation was in regard to nutrition and feeding. The 
child responded fairly well to a simple dietary regime 
and made very satisfactory progress. She had smallpox 
vaccination without unusual symptoms. 

In 1927, when she was about 18 months of age, she 
developed measles. As the condition was epidemic in 
the neighborhood and the mother thought nothing much 
about a measles infection, a physician was not con- 
sulted. However, the illness was prolonged somewhat 
and the fever ran high for some time. The mother did 
not observe the child particularly carefully during the 
course of the illness, but after the fever subsided and 
the child was up, the mother noticed that the eyes tended 
to turn outward. A short time later the child had a 
“fainting spell” and this prompted the mother to bring 
her to the office. The mother said that the child seemed 
weak following her measles attack, had not made a good 
recovery, and would ca!l to her at times that she was go- 
ing to fall. The mother would rush to her and the child 
would appear to get quite weak and seem about to faint. 
However, the mother felt that she did not lose con- 
sciousness, although she thought she might be a little 
confused, but because of the age of the child, the moth- 
er’s impression rather than the child’s statement was 
the basis for this belief. The child had had two of these 
“spells,” as the mother termed them, up to the time 
that she came to the office. 

On physical examination the following important points 
were noted: 

(1) There was an alternating strabismus of divergent 
type, but very little could be made out in regard to 
vision. 

(2) The child was definitely undernourished and 
seemed weak, although the reflexes were overactive to a 
marked degree. 

(3) Other neurologic findings were essentially normal. 

(4) The tonsils were markedly enlarged, the tissues 
appeared very friable and the cervical lymph nodes were 
oversized. 

(5) The blood and urine findings were normal. A 
diagnosis of probable encephalomyelitis with sequelae 
following measles was made and the child referred to a 
local ear, nose and throat man for advice on the throat. 
At his suggestion the tonsils and adenoids were removed 
and the parents were advised to have the eyes tested. 

Following the operation the child showed remarkable 
improvement as to her nutritional state and the “spells” 
did not recur. The strabismus remained. In October, 
1929, two years later, she had an attack of coryza with 
double otitis media and both ear drums were punctured. 
In February, 1931, she developed an influenzal bron- 
chitis, following which she again had otitis media in the 
right ear and this ear drum was again opened. Follow- 
ing this she developed a mastoid tenderness and opera- 
tion was at one time contemplated, but the condition 
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subsided without further interference. A year later she 
again had a respiratory infection, but this time escaped 
any ear trouble or unusual complications. An attack of 
chickenpox was very mild with no new symptoms or 
aggravation of old symptoms referable to the nervous 
system. 

The child was not seen again until June of this year 
(1937), and the mother’s statement was that she thought 
the child had kidney trouble, as she had had several 
fainting spells recently, but a clear description could 
not be obtained because the mother had only one idea 
in mind and that was that the child was fainting. She 
thought that it was due either to the kidney condition 
or to a heart condition. Later, the mother stated that 
these attacks appeared to be identical with those the 
child had had immediately following measles, but they 
had ceased entirely after the tonsil and adenoid opera- 
tion and the child had progressed fairly normally until 
the preceding week. Blood and urine examinations were 
normal. The child showed fairly definite secondary sex- 
ual development, but had not had any evidence of men- 
struation. She was wearing glasses and the strabismus 
is only slightly perceptible. The mother said that glasses 
were fitted at the time the child started to school and 
the eyes showed remarkable improvement and for some 
time she had felt that the eye condition was entirely 
corrected. A tentative diagnosis of petit mal was made 
and the child put on small doses of phenobarbital. 

The following month she became actually ill and a 
diagnosis of lobar pneumonia, right base, was made. 
Recovery was uneventful and without complications. 
During the time of the acute illness she was taken off 
the phenobarbital and no spells developed. At the end 
of the third month from the time the treatment was be- 
gun, the mother called to say that the child had felt as 
if she were going to have a fainting spell, but nothing 
developed. This was the first evidence of any recurrence 
of the trouble. Phenobarbital, one-half grain twice daily, 
was resumed. 


Case 6.—A boy, aged 7 years, with negative family 
history, had frequent colds and ear trouble, chickenpox 
in 1931, and oxyuris infection in 1935. 


He was seen at home February 20, 1936, after an ill- 


ness of about three days. His symptoms were high 
fever, cold, cough, loss of appetite and restless sleep. Ex- 
amination showed typical Koplik spots, from which, 
together with the other symptoms, a diagnosis of measles 
was made. Because of the hyperpyrexia, the use of con- 
valescent serum in addition tO ordinary symptomatic 
treatment was suggested. The father objected to this 
and no blood was given. Four days later the mother 
requested that I see the child again, as he did not seem 
any better, although the rash had come out thoroughly 
and was now practically gone. For a day or so the 
child, when the rash was subsiding, had seemed better, 
then he developed very high fever again, ranging from 
104 to 105° F., complained of splitting headaches, and had 
been unable to sleep day or night except for very short 
periods of extremely restless dozing. ° 


At the time of the examination, the child was com- 
pletely irrational with marked nuchal rigidity, Kernig’s 
sign was present, and rather indefinite responses to the 
superficial reflexes. His temperature at this time was 
104° F. Spinal puncture showed an increased fluid pressure 
with a count of twenty cells, practically all lymphocytes. 
Ordinary doses of sedative medicines had little effect and 
according to the mother’s statement the child raved like 
a maniac almost throughout the succeeding twenty-four 
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hours. The dosage of sedative was increased and by 
this the symptoms were reduced somewhat. These symp- 
toms continued for a period of approximately seventy- 
two hours, at the end of which time the temperature 
dropped to 100°, the child quieted down and began to 
recognize people and to evidence more comfort. For 
several days, however, he continued to be restless and 
excitable and his sleep was definitely disturbed. Bed- 
wetting occurred, which was a condition that had not 
troubled the child for several years. 

This child was not seen again until a year later, at 
which time he was brought to the office with the fol- 
lowing history: Since the attack of measles he had had 
more or less indefinite pains, especially in the legs, at 
times a peculiar jerking action, and a definite timidity. 
He was difficult to control and the mother summed it 
all up by saying that “he was just simply a hard child to 
raise.’ He had just recovered from a case of chicken- 
pox and also had had a rather severe attack of sore 
throat and for these had received treatment from the 
mother except for one visit from the family doctor, 
Since then he had complained more of his legs, and after 
sitting for a while had difficulty in standing when he 
first tried. The history was not very satisfactory and 
the mother was not able to say whether his difficulty 
in standing was due to weakness or to some other con- 
dition, but she inclined to the belief that no evidence 
of paralysis had been shown at any time. 

About two months later he had a tonsil and adenoid 
operation by one of the local ear, nose and throat men. 
This was followed by a mild hemorrhage, but otherwise 
no unusual complications or symptoms. 

On June 19, 1937, the mother brought him in for a 
general checkover, saying that he still had certain jerk- 
ings or twistings of peculiar character and frequently 
made grimaces which she felt were uncontrollable and 
that these things had all persisted since the attack of 
measles in 1936. 

On physical examination at this time the child was 
definitely undernourished, his throat was clean, he was 
not very cooperative and appeared nervous and disturbed 
over the examination. Reflexes were exaggerated 
throughout and all movements seemed of a quick type, 
lacking in coordination at times. The whole picture re- 
sembled a mild chorea. This patient’s younger brother 
had measles and chickenpox from exposure to this boy 
and in both instances had very mild uncomplicated ill- 
nesses. 


ENCEPHALOMYELITIS FOLLOWING MUMPS 


In mumps, probably the most common compli- 
cation is that of meningeal irritation and the 
symptoms follow closely those of true meningitis. 
Other symptom complexes occur, however, and in 
the case reported here the outstanding feature is 
the myelitis which comes under the rarer forms 
of neurological complications in this disease. 

In mumps the prognosis is very favorable with 
an exceptionally low mortality and a tendency 
to a complete recovery and in those cases with 
meningeal symptoms only, the course of the illness 
is quite brief. In the cases thus far reported there 
is a definite preponderance of males. 


Case 7.—A boy, aged 15 years, whose family history 
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was incensequential, had had the usual childhood ill- 
nesses. 

This case was first seen by Dr. C. H. Langford, of 
Goose Creek, who referred the case to me at Houston. 
To Dr. Langford I am greatly indebted for invaluable 
assistance in obtaining a careful follow-up and the mo- 
tion pictures which are here presented. 

On February 7, 1937, the patient became acutely ill 
and promptly developed swelling on both sides of the 
jaws, which the parents diagnosed as mumps because the 
condition was epidemic in the neighborhood at the 
time. Also, at this time, he developed a cold. However, 
his progress seemed to be satisfactory to the parents and 
a physician was not consulted. 

On February 12, symptoms were subsiding when sud- 
denly he had a hard chill and high fever with the devel- 
opment of orchitis on the left. He was, however, permit- 
ted to walk to and from the bathroom, and two days 
after the onset of the orchitis he complained of weak- 
ness in his legs. This increased and on February 16 he 
was unable to walk at all. At that time Dr. Langford 
was called to see the patient, who complained of pain 
when the legs were manipulated. However, some of 
this was thought to be due to the orchitis. He was able 
to sit alone on the side of the bed, but experienced 
some difficulty in this. As to the muscular weakness, it 
was noted that the left side appeared to be more involved 
with the left thumb and the left great toe completely 
paralyzed. Voice changes were noted and shortly the 
voice assumed a very high pitched, shrill and squeaky 
sound and there followed difficulty in drinking liquids, 
but solid foods could be swallowed fairly satisfactorily. 
However, the appetite was very poor, the child ate spar- 
ingly and loss of weight was rapid. There was no dis- 
turbance of bladder or bowel. The child was placed in 
the hospital at Goose Creek and symptomatic treatment 
offered. A spinal puncture was not done at that time. 
After a month, his condition did not seem to be im- 
proving satisfactorily and he was brought into Houston 
for examination and consultation. 

On March 15, my examination revealed the following 
striking points: 

(1) Marked emaciation, especially in the legs. His 
weight was 97 pounds. He previously weighed 124 
pounds. 

(2) He had a high pitched voice of unusual quality. 

(3) There was facial asymmetry with paresis on the 
left. 

(4) There was weakness of the arms and hands with 
paralysis of the left thumb. 

(5) Weakness of the legs was more pronounced in the 
left leg with only slight movement in the hallux. 


(6) There was absence of the patellar reflexes. 

(7) He was unable to stand or walk. 

The spinal fluid taken at this time was normal. 

A diagnosis of encephalomyelitis following mumps 
was made and symptomatic treatment instituted. The 
movie reel will portray graphically the progress after 
that time, but the essential points are these: 

(1) By the latter part of April he could stand alone. 

(2) A short time later he began walking with the aid 
of a chair. 

(3) On May 11, his voice began to change back to a 
more normal quality, and at this time he began to walk 
with a cane. 
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; (4) By the middle of June he was beginning to walk by 
himself. 
(5) June 25, he could run and do leg exercises, al- 
though there was definite weakness in the left side and 
the patellar reflexes were still absent. 


At this writing all muscular functions are essentially 
normal, reflexes are all present and the child shows no 
mental or neurologic findings of unusual character. 


OTHER CONDITIONS 


While there have been no cases in my practice 
following German measles or smallpox, for the 
sake of completeness, these diseases are men- 
tioned and a review of the literature shows a num- 
ber of cases in each in which the symptomatology 
and pathology closely simulate that found in 
true measles. 

Different theories as regards etiology have 
been advanced and among these the principal 
considerations are as follows: 


(1) The condition is a result of injury or 
toxemia produced by the virus of the primary 
disease. 

(2) it may result from some intercurrent or 
latent infection and in this way may be due to the 
virus of a known disease or to an unknown virus. 

(3) The symptoms may result from an allergic 
reaction of the nervous structures. 


_ (4) The occurrence with these diseases may 
simply be accidental. There are still too many 
questions which one might ask oneself that are 
not satisfactorily answered by any one of the 
suggested theories. 

Glanzmann first suggested or called attention 
to the possibility of an allergic reaction and 
Mayerhofer and Breitenfeld report a severe case 
of encephalitis complicating chickenpox on 
which operation was performed because of per- 
sistent choked disc. Following this the patient 
evidenced an extreme hypersusceptibility to io- 
dine, very minute doses producing epileptiform 
seizures. In considering this theory we may ask 
why, if it is an allergic manifestation, is the com- 
plication so rare when allergy is so frequently 
observed and so universally found? What evi- 
dence have we that the development of these 
complications is more common in allergic per- 
sons? Why should the death rate be universally 
high in vaccinia cases and low in varicella cases? 
Why the great difference in the sequelae after 
different acute infections? Why the tendency 
to uniformity of clinical symptoms in the com- 
plications of a single disease and the difference 
from that of another disease? 


It is of interest in the three cases following 
varicella to note that one patient had measles 
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prior to the varicella infection, and the other two 
had measles subsequent to the varicella infection 
with no nervous manifestations resulting from 
the measles infection. In two of the cases vac- 
cination was done later and no unusual disturb- 
ance followed. The vaccination, however, was 
treated in a manner calculated to lessen the se- 
verity of the symptoms. This would seem to 
refute, in some measure, the question of indi- 
vidual hypersusceptibility of the nervous system 
in such cases. 

Both of the measles cases developed chicken- 
pox and both were vaccinated against smallpox, 
one before and one subsequent to their measles 
infections. The case reported as having paro- 
titis had previously had other virus infections 
with no unusual aftermath. Thus, all of the 
cases have had further opportunity for develop- 
ment of a similar complication, but none has 
occurred unless one should consider Case 6 as 
having had an exacerbation of the symptoms 
remaining as sequellae from the measles infec- 
tion. 

If the allergic theory is to be given serious 
consideration it seems that these cases might 
with more regularity show symptoms with each 
of the infections mentioned. 

In the same manner, I am unable to answer 
similar questions on the basis of an intercurrent 
or latent infection, assuming that the role of the 
original infection is merely to “let the barriers 
down,” as it were, thus allowing the new infec- 
tion or virus to operate. 

I can more clearly reason out the facts pre- 
sented on the basis of the symptoms due to the 
specific virus of the several different acute in- 
fections. 

In summarizing, we find certain facts out- 
standing in the cases reported up to this time as 
follows: 

(1) Incidence—The cases reported in the 
past ten years greatly outnumber all of the cases 
reported up to that time. A peak in the inci- 
dence of the condition occurred just prior to the 
year 1930. Although neurologic complications 
of these diseases may still be considered rare, the 
increasing number of cases reported in the litera- 
ture over the past ten years suggests that possi- 
bly the cases may have been more frequent in the 
past, and the earlier reports stimulated the profes- 
sion to a greater interest in these diseases and 
their complications, and hence more care has 
been observed in reporting the unusual cases. 

(2) Etiological Factor—There are no conclu- 
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sive data with regard to the factors responsible 
for the nervous symptoms. 

(3) A. Clinical Diagnosis—The close associa- 
tion with the acute infection marks it as a com- 
plication of this disease and the syndrome pre- 
senting is fairly characteristic so that to the 
alert clinician there is little difficulty in the dif- 
ferential diagnosis or prognosis. With the ex- 
ception of measles, the absence of sequelae is a 
feature distinguishing the condition from enceph- 
alitis lethargica, as is also the fact that the cases 
reported have not occurred during an epidemic 
of this latter condition. 

B. Pathologic Diagnosis—The condition is 
in the nature of a non-suppurative encephalitis 
with a diffuse perivascular demyelinization with 
lipoid degeneration. In varicella a widespread 
non-specific degeneration of the ganglion cells 
is reported with little or no glial proliferation, 
the opposite being true in measles and vaccinia. 

(4) Prognosis—In varicella the death rate 
probably does not exceed 10 per cent in any se- 
ries of cases. The tendency is to complete re- 
covery and the incidence of sequelae is very low. 
However, there may be severe scarring from 
gangrenous lesions and infrequently some per- 
sisting disability as a result of injury to the 
nervous system. 

In vaccinia, the death rate is extremely high, 
being variously estimated at 50 per cent or more 
in some series. As to sequelae, rarely some 
residuum is found, but the tendency to complete 
recovery is marked if the child survives. 

In measles, the actual mortality is probably 
below 10 per cent. As to sequelae, this seems 
to be the rule, 50 per cent or more showing some 
residuum varying from personality changes and 
petit mal to simple or focal neuromuscular 
changes. 

In mumps, the mortality rate is very low. As 
to sequelae, complete recovery may be expected 
in those cases surviving with the exception that 
deafness, if it occurs, may be permanent. 

(5) Special Features —While there appear in 
the literature instances in which a second case 
infected by contact with another developing 
nervous complications has also developed a sim- 
ilar syndrome, such occurrences have been ex- 
tremely rare and seem opposed to any contention 
that the particular virus is of unusual virulence. 
In fact, there seems to be no relation between 
the severity of the original condition and the in- 
stance or severity of complications. Further- 
more, cases which develop by contact with those 
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which have shown severe nervous complications 
may be extremely mild and uncomplicated and 
the converse is equally true. In the cases here 
reported an effort was made to trace all subse- 
quent cases that might in any way be attributed 
to contact with the particular case. In all of 
them, the symptoms were mild and recovery un- 
eventful. 

(6) Treatment.—Convalescent serum has 
been recommended in all of these conditions as 
it has in many other diseases, but little can be 
actually said or proven as to its clinical value. 
In mumps, German measles and chickenpox, 
little can be offered in the way of prophylactic 
measures and, hence, until further developments 
are made in this respect, little change in the sit- 
uation can be expected. 

In vaccination, variola and measles, more can 
be said of a hopeful nature. Vaccination will pre- 
vent smallpox, hence this disease with its com- 
plications is subject to control. 


The attendant dangers of vaccination, on the 
other hand, may be greatly diminished if the 
vaccination is done in the first year of life, and 
moreover, if the vaccination is treated after a 
successful take has occurred the severity of symp- 
toms may be even more modified. 

The use of convalescent serum and of placental 
extract in measles as prophylactic or modifying 
agents find sufficient support in clinical experi- 
ence to warrant their continued usage. 

It is primarily the purpose of this paper again 
to call to the attention of the profession the 
possibility of serious and severe complications 
in these diseases which are considered as benign 
conditions by the laity. The importance of keep- 
ing the patient at rest and under observation for a 
time in the post-febrile period can hardly be over- 
stressed. 
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DISCUSSION (Abstract) 


Dr. Howard J. Morrison, Savannah, Ga—No one 
can doubt the interest in these baffling cases of en- 
cephalomyelitis in which, for the most part, complete 
recovery without residual symptoms occurs or death 
occurs. Encephalomyelitis following vaccination ap- 
parently carries the highest mortality, estimated to be 
37 per cent in the United States, 35 per cent in Holland 
and 50 per cent in England. 

Encephalomyelitis following German measles carries 
practically no mortality, except when a bulbar paralysis 
occurs. Benard reported one such case in 1921. 

Encephalomyelitis following chickenpox carries an 
approximate 10 per cent mortality. The recovery which 
takes place seems to be much slower than in German 
measles and is not so likely to be without residual 
symptoms. Hydrocephalus (mild in nature) has been 
reported in about 10 per cent of these cases. Residual 
spasticity of the legs has also been noted. 

Encephalomyelitis following measles has a tendency 
to be more severe than following German measles or 
chickenpox and carries a mortality of approximately 
25 per cent. This mortality, however, is lower than the 
mortality of encephalomyelitis following vaccination. 
Recovery following encephalomyelitis of measles fre- 
quently is associated with personality changes and a 
relatively high percentage of cases show definite and 
permanent damage to the nervous system. Not infre- 
quently epilepsy has followed measles. 

Encephalomyelitis following smallpox apparently is 
similar to postvaccinal encephalomyelitis. Very few 
cases have been reported in recent years, due probably 
to the lessened incidence of smallpox. The first case 
was described by Leroy d’Etiolles in 1856. Weakness ° 
of legs was a prominent symptom in these cases and 
death occurred in a high percentage from bed sores, 
urinary infection or respiratory paralysis. Bulbar 
symptoms have been noted also, as have mental changes. 

No discussion would be complete without calling at- 
tention to the probable occurrence of louping ill in the 
human being. The five cases reported show one death. 
Four of these cases occurred in laboratory workers in 
close contact while working with the virus of louping 


1 
2 
21 
22 
23 
24 
a3 
: 26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
1 
| 
11 | 
© 
12 
13 
14 | 
15 
16 | 
17 
| 
18 
Ate 


Vol. 31 No. 10 


ill and were reported by Rivers and Schwentker. These 
four patients after recovery possessed sera that defi- 
nitely neutralized the virus of louping ill. The fifth 
case was reported by Johnston and Goodpasture and 
autopsy findings were recorded. There was a perivas- 
cular mononuclear cell infiltration of the cerebrum and 
cerebellum, more prominent in the cerebellum. This 
pathologic finding is much like that of encephalo- 
myelitis following the virus diseases. Attempts to dem- 
onstrate the virus of louping ill failed, but it is not 
always possible to demonstrate the virus in the blood 
and spinal fluid of monkeys known to have the dis- 
ease. 

The encephalomyelitis following rabies and rabies vac- 
cine is extremely rare and pathologic findings are simi- 
lar to those of encephalomyelitis following other virus 
diseases. The approximate mortality rate of rabies vac- 
cine encephalomyelitis has not been determined, but 
the incidence is less than 0.04 per cent in the indi- 
viduals receiving anti-rabies vaccine, according to Rem- 
linger. 

Encephalomyelitis also occurs following respiratory 
infections, particularly influenza. Although the mor- 
tality rate in this group of cases is around 10 per cent, 
more than 50 per cent show residual symptoms. 

Since the incidence of all forms of encephalomyelitis 
has apparently increased during the past fifteen years, 
we may justly question whether these neurologic 
complications occurring occasionally in the course of 
the various virus diseases are due to the virus which 
causes the primary illness or whether the primary ill- 
ness merely prepares the soil for some common virus 
which becomes active and produces a secondary dis- 
ease, encephalomyelitis. There is a marked similarity 
clinically in encephalomyelitis following measles and 
German measles, and postvaccinal encephalitis, except 
for that the period of onset varies. To a lesser extent, 
the similarity clinically is also striking in smallpox, 
chickenpox and mumps. At autopsy, we find a marked 
similarity between the pathologic lesions of measles. 
German meas'es and postvaccinal encephalomyelitis. 
Their resemblance to the lesions of encephalomyelitis 
which occasionally follows smallpox and_ influenza, 
tends to support the view that encephalomyelitis is 
a disease in itself and not an unusual complication of 
the original disease due to a cerebral dissemination of 
the specific virus. It seems that if encephalomyelitis 
were caused by the virus of the, antecedent febrile dis- 
ease, one would expect rabbits inoculated with material 
from postvac.inal encephalomyelitis to show vaccinal 
lesions, and it should be possible to recover vaccine virus 
from these animals since they are susceptible to this 
virus. Negative results have been reported by Perdrau, 
Maitland and Kraus. It seems, therefore, unlikely that 
the encephalomyelitis following vaccination is due to 
vaccine virus. The apparent epidemic nature of the 
encephalomyelitis following vaccination, measles and 
other exanthematous diseases is most easily accounted 
for by the theory that the condition is caused by a 
specific virus and not by the virus of the preceding 
exanthem. This specific virus must be widespread dur- 
ing the years when the incidence of encephalomyelitis 
is high, but its presence is probably of little significance 
unless an attack of one of the exanthematous diseases, 
or some other condition, lowers the patient’s resistance 
to this virus. The evidence seems strong in favor of 
such a view. 
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The three other theories as to the etiology are as fol- 
lows: (1) the occurrence of encephalomyelitis with 
these diseases may simply be accidental. (2) Encepha- 
lomyelitis is a manifestation of an anaphylactic reac- 
tion, the antecedent virus acting as a sensitizing agent 
to nervous tissue. And (3) the antecedent virus itself 
is the causative agent and encephalomyelitis is a result 
of injury or toxemia produced by the antecedent virus. 

The epidemic nature and increasing number of cases 
reported certainly would discount the theory of coin- 
cidence. As the essayist has pointed out, we should 
expect an even higher number of these cases to occur 
if allergy were an important factor. These cases are 
apparently no more frequent in allergic individuals than 
in non-allergic individuals. 

It is true that most of the cases of acute disseminated 
encephalomyelitis follow diseases that are caused by 
filtrable viruses and undoubtedly this is the more 
commonly accepted theory as to etiology. According 
to this theory, a generalization of the virus probably 
occurs in cases that are complicated by encephalo- 
myelitis. It should be cited that Perdrau showed. 
from animal experimentation, that it is possible simul- 
taneously to transmit two different viruses, such as 
those of herpes and vaccinia, through a series of rab- 
bits, and to separate the two viruses by inoculating 
them into animals that have previously been im- 
munized to one of the viruses. As was said before, all 
attempts to transmit the virus of encephalomyelitis 
into animals have failed. 

Other theories of etiology that have been mentioned 
are that lack of a vitamin or dietary factor is a predis- 
posing factor, probably because most of these cases oc- 
cur in children. Another theory depends upon the ac- 
tivation of the virus, particularly vaccinia by certain 
forms of bacteria, especially of the streptococcus type 
and of certain protozoa and yeasts. 

Certainly there is no uniform theory of etiology 
that satisfies all of us, and until the disease can be 
successfully transmitted to animals, we would do well 
to hold in abeyance any of the etiological theories 
postulated. 

Dr. John Signorelli, New Orleans, La.—Every practi- 
tioner recognizes the fact that the central nervous sys- 
tem becomes affected by and reacts to practically every 
diseased condition of the body as a whole. Whether 
these reactions are of a trazsitory or temporary nature 
as the result of irritating injury, or whether they are 
of a more lasting and ominous nature in response to 
an actual injury of the tissues of the central nervous 
system, depends entirely upon the nature of the infec- 
tive agent. 

As far back as 1851 Dr. Charles West recognized 
the involvement of the central nervous system in scarla- 
tina, and in 1853 Rilliet and Barthez contributed a 
report of similar observations. However, it has been 
within recent years that these nervous phenomena in 
association with virus diseases have been more frequently 
observed and reported. Dr. Lancaster, I think, is 
making a valuable contribution by calling the attention 
of the practitioner to these conditions. For it is a 
fact that one is apt to consider such diseases as chicken- 
pox, and measles of minor importance, even to the 
extent of neglecting serious and sustained observations, 
and be taken by a complete surprise when the rare ex- 
ception develops in the form of central nervous compli- 
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cation. The practitioner should recognize that it is 
too grave a responsibility to permit the development 
of such a condition when he might have his attention 
called to the development of drowsiness or even stupor 
on the part of the patient, and this followed by actual 
paralysis either localized or general. 

In my own work it was my experience during a 
measles epidemic in 1926 to see four cases in which 
distinct clinical symptoms of encephalomyelitis devel- 
oped during the course of the disease, the actual time 
being 8 days after the onset for the shortest and 13 
days for the longest. 

During the month of April, 1937, I had occasion to 
see a 7-year-old girl who had run the usual course of 
an ordinary case of measles, and who at the time of 
expected convalescence became slightly drowsy, her 
speech became incoherent, and this was followed in 72 
hours by complete paralysis of both lower extremities. 
This child had been in the care of an experienced and 
conscientious general practitioner who, because of his 
previous usual good fortune with measles, did not even 
suspect what might be the present condition. Physical 
and laboratory examinations led to the diagnosis of 
postmeasles encephalomyelitis, the first I had seen in 
my experience since 1926. 

It is by bearing in mind these possibilities that the 
practitioner can avoid pitfalls of apparent neglect and 
erroneous diagnoses, and I repeat that this Section 
should feel deeply grateful to Dr. Lancaster for this con- 
tribution. 

As it was pointed out by the essayist and by all the 
contributors on this subject, it is definitely fortunate 
that these complications as a rule go on to complete 
recovery. The more serious ones, namely, those fol- 
lowing vaccination fortunately are the rarest, but we 
should not overlook the fact that in chickenpox, 
measles, scarlatina, mumps and, in fact, all the virus 
diseases one should avoid making statements as to the 
simplicity of the condition or of even suggesting that 
the disease cannot and will not develop some serious 
consequence. 

On the other hand, one should feel encouraged upon 
the general uniformity of recovery as pointed out by 
the reports of each contributor, and in this respect a 
report by Winkelman and Gotten in 1928, and more 
particularly a report by Herkenrath in the Archives of 
Neurology and Psychiatry, 1936, is of particular sig- 
nificance. Herkenrath had an opportunity of following 
up a case of postvaccinal encephalomyelitis through 
its course and complete clinical recovery and for a 
period of three years following. At this time the pa- 
tient died of an unrelated condition. An autopsy was 
performed for the main purpose of establishing whether 
the encephalomyelitis had left any anatomical trace. 
The findings failed to reveal any trace of disease what- 
ever in the meninges of the brain or cord. 


Dr. Lancaster (closing).—I wish to thank Drs. Morri- 
son and Signorelli for their discussion and suggestions 
and again to emphasize that the virus infections are not 
to be considered as benign diseases. 

The knowledge of the fact that serious complications 
may follow should lead us ‘to warn our patients and to 
be more insistent on careful attention to the patient 
during the convalescent period. By so doing the occur- 
rence of the complications may be definitely reduced. 
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THE ARTIFICIAL PNEUMOTHORAX* 


By W. Miter, M.D.7 
New Orleans, Louisiana 


Credit is generally given to James Carson, an 
Englishman, in the year 1821, for popularizing 
artificial pneumothorax as a therapeutic measure 
in the treatment of consumptives. Carlo For- 
lanini of Pisa was perhaps the first to describe 
the pneumothorax apparatus, although the de- 
scription was practically concurrent with that of 
John B. Murphy, a Chicagoan. Allen K. Krause 
points out that the first artificial pneumothorax 
therapy was practiced by Hippocrates, who ad- 
vocated the use of a bladder to be inserted be- 
tween the ribs and then inflated, in the manage- 
ment of empyemas of the lungs. 


Of recent years pneumothorax therapy has 
gained widespread favor in this country and is 
regarded by many phthisiotherapists as the col- 
lapse procedure of choice in those cases where 
collapse therapy is indicated and an artificial 
pneumothorax possible. The widespread use of 
this mode of treatment was brought about largely 
by the scientific investigation of L. Brauer, of 
Munich, in 1905. 

The evolution of the pneumothorax program 
since its incipiency has been characterized by 
waves of enthusiasm which wax to their crest 
only to wane. It is quite possible and even prob- 
able that many of the physicians engaged in 
the work in the earlier days of its use did not 
have a thorough grasp of the physiologic pro- 
cesses of pneumothorax or did not have a cor- 
rect vision of the mechanical potentialities and 
limitations of the procedure. Progress was com- 
paratively slow. All large institutions had a 
few cases under compression therapy. An occa- 
sional specialist administered pneumothorax ther- 
apy in the home. The indications, however, were 
quite limited, and the number of cases treated 
proportionately few. 

Today, the indications for pneumothorax ther- 
apy have broadened considerably. Formerly 
regarded as a sanatorium procedure exclusively, 
its use has been carried over into the field pro- 
gram. 

Until recent years the welfare of the individual 
was the main and, perhaps, even the sole 
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consideration in the determination of the use 
of the pneumothorax. Now the therapeutic us- 
age is extended with regard not only to the wel- 
fare of the individual himself, but is carried into 
the range of prophylaxis. 

This change of concept concerning the indi- 
cations for pneumothorax and its scope of use- 
fulness has resulted in this procedure’s being 
applied to tremendous numbers of patients. Com- 
pilation of mass data results in statistical evi- 
dence which is encouraging, but unfortunately 
not conclusive. It is quite difficult at the mo- 
ment to form an opinion as to whether or not 
the present enthusiasm for pneumothorax ther- 
apy is justified. 

That pneumothorax therapy occupies justly 
a high plane in the rationale of the treatment 
of pulmonary tuberculosis is the firm belief of 
the author. Failure and disappointing results 
probably are due to improper selection of cases. 
Indiscriminate use of pneumothorax can result 
only in bringing into disrepute a very valuable 
adjunct to the management of the consumptive. 
Each case must be approached from all angles, 
with caution and with an open mind before 
pneumothorax is attempted. 

On the one hand one meets with the opinion 
of one phthisiotherapist who states that every 
patient with active tuberculosis is, at some stage 
of the disease, a suitable case for some form of 
collapse therapy, and that almost none of them 
should be left to bed rest alone. At the other 
extreme it is the opinion of many that collapse 
treatment, in any case, should be instituted only 
after a prolonged period of bed rest and expectant 
treatment. There is no golden mean to guide 
or rule the selection of the patient for pneumo- 
thorax therapy. 


INDICATIONS AND CONTRAINDICATIONS 


The indications for an artificial pneumothorax 
vary within the widest limits, and each indi- 
vidual case represents a problem for the physi- 
cian to solve on a basis of his experience with 
other types of treatment and with pneumothorax 
therapy. 

In early infiltration cases with a negative 
sputum, pneumothorax should be withheld. If, 
however, after three months’ adequate rest, hy- 
gienic and dietetic therapy, by a careful study 
of the clinical record and comparison of the 
physical examinations and roentgen films an 
extension of disease is seen to have occurred, 
pneumothorax should be instituted. The ma- 
jority of such cases heal on expectant therapy 
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alone and the cure is as satistactory as that 
which is effected by pneumothorax. By the 
latter method the treatment is extended over a 
period of three or four years, while on expectant 
treatment residuals only of arrested disease are 
frequently found as early as the first year. 


Unilateral progressive tuberculosis, where the 
disease involves no more than one-third of the 
lung area, and does not respond to a rea- 
sonable period of expectant treatment, is the 
ideal indication for pneumothorax therapy; and 
most favorable results are obtained with this 
type of case. 


Severe or recurrent hemorrhage is most satis- 
factorily controlled by pneumothorax when the 
site of the bleeding can be determined. A trial 
of pneumothorax when this complication occurs 
is considered obligatory. 

In cases of pulmonary tuberculosis with be- 
ginning infiltration and a positive sputum as 
well as moderately advanced cases, if, after an 
adequate trial of strict expectant treatment the 
disease is progressive in character, or if not 
responding satisfactorily to treatment, artificial 
pneumothorax should be instituted. 

In the unilateral caseous pneumonic types of 
a rapidly spreading character, contrary to the 
weight of opinion, artificial pneumothorax has 
been attended with all too frequent rupture of 
the lung and accompanying tuberculous or mixed 
empyemas and their sequelae, bronchopleural 
fistulae. For this type of case the more radical 
collapse measures are recommended as early as 
is feasible. 


In unilateral cavity cases, the earlier an arti- 
ficial pneumothorax is established the better, 
thereby diminishing the danger of extra-pulmo- 
nary metastatic infection and lessening the pos- 
sibility of an extension to the same or the contra- 
lateral lung. 


Unilateral pneumothorax in the presence of 
bilateral disease is a delicate procedure fraught 
with definite possibilities of disappointment. 
When collapse of one lung is undertaken, one 
must be ready to institute a like procedure, or 
Other measures, depending upon the nature of 
the disturbance, on the contralateral lung. It 
is difficult to formulate fixed opinions on the 
status of the contralateral lung. In general, it 
is inadvisable to induce pneumothorax in the 
presence of very acute or very extensive contra- 
lateral lesions, or in the presence of gross cav- 
ity or pneumonic areas in the lower half of the 
better lung. Striking improvement in the lesions 
of the better lung is the rule when satisfactory 
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collapse is obtained in the initial lung; rela- 
tively large soft walled cavities are frequently 
seen to disappear within a short time. 


All pleurisies with effusion are not indica- 
tions for immediate conversion into pneumo- 
thorax by withdrawal of fluid and introduction 
of gas, but rather by withdrawal of sufficient 
fluid to obtain satisfactory roentgenograms. An 
attempt should be made to determine the con- 
dition of the underlying lung. Only in the 
presence of demonstrable disease therein is pneu- 
mothorax therapy indicated. 


Spontaneous pneumothorax accompanied by 
cyanosis and dyspnea is more readily controlled 
if promptly converted into an artificial pneumo- 
thorax. The length of time this collapse is con- 
tinued should be proportionate to the extent of 
the underlying disease. 


The complications, tuberculous laryngitis and 
tuberculous enteritis, which conditions are the 
result of direct surface contact with the organ- 
ism during the acts of expectoration and deg- 
lutition, are benefited by the diminution in 
the quantity of the sputum loaded with tubercle 
bacilli which results from artificial pneumo- 
thorax therapy. 


In the presence of co-existing diabetes or 
pregnancy, pneumothorax therapy should be in- 
stituted if possible. Tuberculous diabetics gen- 
erally present an exudative and rapidly progress- 
ing type of disease. Pregnancy exerts a dele- 
terious effect on tuberculous mothers. In the 
antepartal state their progress is good, for rea- 
son of the increased intra-abdominal pressure, 
which reduces the size of the thoracic cage and 
lessens the excursion of the diaphragms. With 
delivery, the intra-abdominal pressure is sud- 
denly released, resulting in a corresponding 
spread of disease in the lung. Of the collapse 
measures, the artificial pneumothorax is the 
procedure par excellence in pregnancy, for rea- 
son of the facility with which the intrapleural 
pressure may be controlled during labor. 

Bilateral pneumothorax is indicated in cases 
where a unilateral pneumothorax has been es- 
tablished and the contralateral lung exhibits 
signs of invasion. It is further indicated in bi- 
lateral disease, if after a reasonable trial with 
unilateral pneumothorax the contralateral lung 
exhibits signs of progressive disease. 


In bilateral pneumothorax, both sides must 
never be collapsed simultaneously. The degree 
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of collapse to which each side should be sub- 
jected is dependent upon the vital capacity and 
the extent of disease present. If complete col- 
lapse exists in one lung, pneumothorax should be 
induced in the contralateral lung only in the 
presence of an emergency, such as uncontrolla- 
ble hemoptysis. If time permits, the collapsed 
lung should first be expanded sufficiently te 
maintain life. Extreme caution must be exer- 
cised at all times because of the increased ten- 
dency to spontaneous pneumothorax which is 
present. 


As contraindications in a general way may 
be mentioned intestinal tuberculosis, if severe 
enough to interfere with nutrition; advanced 
cardiac disease, renal tuberculosis; advanced 
emphysema or asthma; extensive progressive 


involvement of both lungs; chronic fibroid tuber- 
culosis with extensive bilateral cavitation; the 
extremely aged and the highly nervous patients. 


CONDITIONS OTHER THAN TUBERCULOSIS 


Artificial pneumothorax has been advocated 
as a therapeutic measure in the treatment of 
suppurative diseases of the lung, namely, abscess 
and bronchiectasis. When the abscess or bron- 
chiectatic cavities are centrally located near the 
hilus the procedure may be of some benefit. 
The stasis and possible angulation of bronchi, 
which may result from shrinking of the lung, 
together with the pressure effects of collapse, 
usually interfere with drainage. The risk is 
not commensurate with the results obtained. 


In quite recent years, pneumothorax therapy 
has been applied in the treatment of lobar pneu- 
monia. Pneumothorax seems to help occasion- 
ally if applied within the first seventy-two hours, 
before the appearance of consolidation, and then 
only when a complete collapse is obtained. The 
results, even under these ideal conditions, are 
doubtful. The majority of cases are not seen or 
not diagnosed until after the third day, which 
limits the practicability of this method of treat- 
ment. The arguments used against this measure 
for bronchiectasis and lung abscesses are like- 
wise applicable here, and, added to these is the 
danger of producing a fulminant empyema. 


The use of artificial pneumothorax has been 
extended to the diagnostic field as means of 
establishing the locatioa of lesions of the lung, 
pleura and mediastinum. It is of especial bene- 
fit in the localization of new growths for sur- 
gical approach. 
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COMPLICATIONS 


Pneumothorax is not without its complica- 
tions. The most frequent complication is effu- 
sion, which occurs in from 40 to 100 per cent 
of all cases. The fluid is usually a simple serous 
transudate and varies in amount from a small 
quantity in the costophrenic sulcus to a quantity 
sufficient to fill the entire hemithorax. The 
aspiration of quantities of this fluid from time 
to time, together with the replacement by air 
of fluid removed, usually suffices to promote re- 
sorption of the fluid. 


Spontaneous pneumothorax may develop in 
the course of an induced pneumothorax due to 
the tearing of an adhesion, the rupture of an 
emphysematous bleb, or by extension of the 
disease process through the pleura. The break 
may seal over and cause little or no damage, or 
may rapidly deflate the lung by means of a 
valve-like action, or it rnay remain open, result- 
ing in a bronchopleural fistula and a mixed in- 
fection empyema. 


Subcutaneous emphysema frequently develops 
at the site of injection, but is usually quickly 
absorbed. Fatalities have been reported. 


Patients may suddeniy die during the admin- 
istration of gas or as the needle is being intro- 
duced. The phenomenon is described as pleural 
shock and bears no adequate explanation. Sud- 
den death likewise may occur as a result of 
introduction of gas into a blood vessel with a 
resultant gas embolus, or emboli. The latter 
complication may be greatly minimized by care- 
ful technic and careful selection of patients. 


SUMMARY 


Artificial pneumothorax is the most signifi- 
cant single contribution to the treatment of 
pulmonary tuberculosis if the past half cen- 
tury. In its theoretical application it is physi- 
ologically sound, in its technical application 
relatively simple. It is the choice of collapse 
procedures. Artificial pneumothorax is not in- 
tended to replace the established rest, hygienic 
and dietetic treatment of tuberculosis, nor to 
supplant other recognized methods of treatment. 
Not all physicians are in a position to employ 
it, as by incorrect application injury can be 
done. Its correct usage depends upon ample 
experience in its technic and a thorough knowl- 
edge of tuberculosis from a pathologic, clinical, 
and roentgenologic standpoint. 
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THE CLINICAL ASPECTS OF GASTRIC 
HEMORRHAGE* 


By Stoney Marvin Copranp, B.S., M.D. 
New Orleans, Louisiana 


A bleeding peptic ulcer is never to be lightly 
regarded. However and with what reason physi- 
cians and surgeons may disagree as to methods 
of treatment, they must agree as to both the 
absolute and potential seriousness of the ac- 
cident. A massive hemorrhage is obviously dan- 
gerous and its risks are not likely to be dis- 
counted. But in the twinkling of an eye a 
slight hemorrhage may become a massive hem- 
orrhage and introduce equally serious risks, a 
possibility which is very often discounted. The 
literature and one’s personal practice are alike 
full of such instances. As Maes® said last year, 
in discussing the situation at the New Orleans 
Charity Hospital, 

“The teaching that few deaths occur from hemor- 
rhage, especially from the first hemorrhage, is unjusti- 
fied optimism; about 20 per cent of the deaths from pep- 
tic ulcer at Charity Hospital were due to hemorrhage, 
and I am sure that that proportion holds true in many 
other clinics. Remissions are entirely unreliable; in 12 
of the 21 deaths from hemorrhage at this hospital there 
was a fatal recurrence of the bleeding while the patients 
were apparently well on their road to recovery under 
medical management.” 

It might be said, to clarify this quotation, 
that seven of these 21 patients were admitted 
moribund, 12 were treated by medical measures, 
and 2 by surgery. 


Of the 139 patients with peptic ulcer admit- 
ted to Touro Infirmary during the three-year pe- 
riod ending in 1936, 47 had gastric ulcers, of 
which 12 bled (25 per cent), and 92 had duo- 
denal ulcers, of which 20 bled (21 per cent), a 
combined incidence of 23 per cent. There were 
7 deaths (22 per cent), all in males and all in 
medically treated cases. Four patients with 
bleeding gastric ulcers died (33 per cent), and 
three with bleeding duodenal ulcers (15 per cent). 
It might be of interest to add that in the gastric 
group the incidence of perforation almost paral- 
leled the incidence of hemorrhage, although in 
the duodenal group bleeding was three and a half 
times more frequent than perforation. The av- 
erage age of patients with bleeding gastric ulcer 
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was 42 and the average age of death was 
66; in the duodenal group the average age of 
bleeding was 46 and of deaths 50, all of these 
age averages being considerably lower than the 
averages for the uncomplicated cases. 

This is a very small series and one has no 
right to base any conclusions upon it. One has 
every right, however, to consider it suggestively, 
and in the light of the findings of much larger 
series, and this is what I propose to do. Cer- 
tain facts are immediately obvious. The inci- 
dence of bleeding ulcer is decidedly less in fe- 
males than in males, and the prognosis is much 
more favorable. The mortality among older pa- 
tients, probably because of the arteriosclerosis 
which usually exists, is much higher than among 
younger individuals. These facts and others 
more difficult to reduce to figures bear out 
Ryle’s’ statement that the older the patient, the 
longer the history, and the more severe the symp- 
toms, the more seriously is hemorrhage to be re- 
garded. They also bear out the statements of 
other authorities that hemorrhage in the male 
is always to be regarded more seriously than in 
the female. 

It was curious to find among this supposedly 
intelligent group of persons that three patients 
with gastric ulcer and ten with duodenal ulcer 
did not know of the existence of the lesion, either 
because they had, according to their history, no 
symptoms, or because they had ignored them. 
This finding seems to support the contention of 
a fair number of writers that in a certain per- 
centage of peptic ulcerations, hemorrhage is ac- 
tually the first symptom. It is also considerably 
more important than it seems superficially, for it 
introduces the problem of whether one is dealing 
with an acute ulceration, in which case the ab- 
sence of previous symptoms can be accepted at its 
face value, or with a chronic ulceration. That 
distinction has much to do with a decision as to 
treatment. It is rather generally agreed, I think, 
that the hemorrhage from most acute ulcerations 
will subside spontaneously; the catch, of course, 
is that it is impossible to determine which are 
the cases in which that happy result will not 
occur. It is far less generally agreed that hem- 
orrhage from chronic ulcers will subside spon- 
taneously or under medical measures and it is in 
that group that most of the quarrel about treat- 
ment has arisen. 

There seems no question, however, to disregard 
the distinction between chronic and acute ulcers, 
that hematemesis should be divided into two 
great classes: the mild type, which usually man- 


SOUTHERN MEDICAL JOURNAL 


October 1938 


ifests itself as repeated small hemorrhages and 
which, properly treated, ought not to be fatal, 
and the massive type, which may or may not be 
repeated, and which, even if properly treated, 
carries a certain inevitable death rate. In both 
groups there are certain fundamental points in 
treatment. 


The patient with a bleeding ulcer should be 
treated in a hospital, being removed there as 
soon as removal is practical, and kept under close 
and continuous observation. Gordon-Taylor’® is 
very emphatic on this point, even when ex- 
sanguinated patients are involved, in the light 
of his own happy results under such circum- 
stances; he advises continuous transfusion dur- 
ing the period of transportion if it seems indi- 
cated. There would seem little doubt that the 
patient is usually very much better off in a well- 
equipped and well-staffed institution than under 
emergency treatment it: his own home. The 
blood count, the blood pressure and the pulse 
rate are checked at least every two hours, and 
oftener if necessary. 

If the patient is in shock, measures to combat 
it must be the first consideration; shock is usu- 
ally present in massive hemorrhage, but it may 
also be present in repeated smaller hemorrhages. 
The ordinary measures to combat surgical shock 
are employed, with certain modifications. Mor- 
phia is given every four hours for at least three 
doses; in our experience this has not preved 
harmful, but on the contrary very helpful. Fin- 
sterer,t however, is entirely opposed to its use 
after operation, will not use it if it can be avoided 
before operation, and questions its value in purely 
medical treatment. Gerdon-Taylor, at least in- 
ferentially, seems to have something of the same 
idea, for he speaks of operating in “tissues poi- 
soned by morphia.” 

Glucose is given by vein, preferably combined 
with acacia rather than saline solution, in order 
not to disturb the normal viscosity of the blood. 
Infusions are continued at least twice a day for 
a minimum of 48 hours. During the first 24 
hours nothing is given by mouth. During the 
second 24 hours ice water, and perhaps non- 
residue fluids, are given tentatively, in very 
small amounts. At the end of this period, if im- 
provement continues, a modified Sippy diet is 
begun. Gastric lavage is not resorted to unless 
there is massive dilatation of the stomach; if it is 
necessary, ice water is used. Coagulants such as 
snake venom, vitamin C, and coagulin may be 
used; they do no harm, but their value is doubt- 
ful, and they should never form the basic ther- 
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Of the value of transfusion in repeated small 
hemorrhages, from which a secondary anemia is 
the inevitable result, there seems no possible 
doubt. Even if it is not indicated during the 
acute stage, it is surely advisable after the emer- 
gency has passed, for its supportive if not for 
its hemostatic effect. About its value in massive 
hemorrhage there is considerable and to us not 
very reasonable argument. Many standard text- 
books do not advise it on the ground that the 
increase in blood volume may predispose to fur- 
ther hemorrhage, but on the same grounds it 
would seem that transfusion would also be con- 
traindicated in such conditions as postpartal hem- 
orrhage, ectopic pregnancy, and pulmonary hem- 
orrhage. Furthermore, the experimental work 
of Smithies* and Kordenat at Illinois disproves 
that argument; they found that after a thrombus 
had once blocked a bleeding vessel, the animal 
could be almost waterlogged intravenously with- 
out dislodgment of the clot. 


Certain authorities, such as Boldman, and Al- 
len and Benedict,! recommend transfusion unre- 
servedly. Hurst and Stewart reserve it for pa- 
tients with a hemoglobin of 40 per cent or less. 
Lahey considers it indicated only if life would 
be endangered by further hemorrhage. Against 
these authorities should be set Gordon-Taylor, 
who not only advocates it unreservedly, but in 
massive quantities. He would have donors avail- 
able to supply as much as half a gallon of blood, 
and mentions a case in which the loss of some 
11 pints of blood was replaced by transfusion. 
The patient died of pneumonia, but there was no 
evidence of hemorrhage at postmortem. Most 
of us would scarcely go to these lengths, but 
nothing in my own experience leads me to con- 
sider transfusion for bleeding ulcer anything but 
helpful. It was used in 10 of the 31 bleeding 
ulcers studied at Touro, -but in only one fatal 
case. The fatality does not impress me; I merely 
wonder whether more lives might have been saved 
if this measure had been employed more often. 

X-ray studies should be made very cautiously. 
Smithies says that one should forget under such 
circumstances that x-ray study of the intestinal 
tract had ever been devised, at least until four 
weeks after the hemorrhage. There can be no 
doubt that the introduction of the barium and 
the manipulation of the stomach necessary in a 
fluoroscopic examination which is to supply any 
information can be very harmful and may re- 
activate the bleeding areas. Such studies also 


can be very misleading. I have personally treated 
this year three successive cases of bleeding pep- 
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tic ulcer in which x-ray examination was entirely 
negative. One patient had positive findings six 
months and two months before the hemorrhage, 
but negative findings three weeks later. Such 
findings support Balfour’s statement that, 


“There is increasing evidence to substantiate the belief 
that the majority of hemorrhages which originate in the 
stomach and duodenum are not the result of excavating 
ulcers, but rather of a diffuse hemorrhagic condition 
associated with either multiple superficial ulcers or with 
an inflammatory process that is not attended by even 
these superficial erosions.” 


If and when the emergency is safely passed, 
the patient and his physician, both of whom, 
Smithies says, are astonishingly ready to gamble 
upon the future, should seriously consider that 
future, and consider it with all the cards on the 
table. Only a physician gifted with second sight 
can say to the patient that his first hemorrhage 
will or will not be followed by others, or that his 
second or third hemorrhage will be his last. A 
physician endowed with a conscience, however, 
in addition to plain common sense, will most cer- 
tainly say to the patient that any hemorrhage 
is likely to be followed by others, even if he 
cannot give him the exact proportion or the exact 
outlook for himself,and will also say that any suc- 
ceeding hemorrhage may have fatal consequences. 
Against this risk must be set the possible risk 
of surgery; operations on the gastro-intestinal 
tract are always serious procedures. And against 
it must be set the fact that surgery does not al- 
ways protect. Twenty per cent of the patients 
in the Touro series had had previous surgery, 
one twenty years before, although in none of 
the 21 fatal cases studied by Maes from Charity 
Hospital had previous surgery been done. Eng- 
lish surgeons* seem rather more skeptical about 
the benefits of surgery as a protection against 
hemorrhage than do American surgeons, partic- 
ularly at the Mayo Clinic. Thus Eusterman and 
Balfour says that the possibility of serious con- 
sequences from subsequent bleeding in cases in 
which no operation is performed is greater than 
the risk of surgery and its failure to protect 
against further hemorrhages. It seems fair to 
say that while surgery does not offer absolute 
protection against further hemorrhage, it does 
offer a very high degree, and the patient who 
has survived his bleeding should be told this as he 
is warned of the chances and risks of further 
hemorrhage. 

The cases of massive acute hemorrhage in 
which medical measures do not produce results 
furnish the most disputed group of bleeding ul- 
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cers. That group probably underlies Wooden’s® 
remark that, 

“The frailty of human thought can produce the un- 
convincing conservatism of Lahey and the illogical radi- 
calism of Finsterer.” 

Whatever be the justice of that criticism, cer- 
tain things may fairly be said. One is that a 
large part of the mortality of surgical treatment 
for bleeding ulcer is really attributable to medi- 
cal delay. Finsterer has shown that operation 
for massive hemorrhage within 48 hours can give 
a very low mortality, for himself three deaths in 
59 cases (5 per cent) against 16 deaths in 53 
late cases (30 per cent). Gordon-Taylor points 
out that in 40 per cent of the fatal cases 
death occurs within three days, and in 25 per 
cent on the third day itself; he adds that pa- 
tients who are still bleeding on the third day 
have an 80 per cent chance of dying within 48 
hours. Another thing that may fairly be said 
is that in a large group of these cases the bleeding 
is caused by a single large vessel. This was 
true in 45 of the 46 fatal cases studied by Chies- 
man? from St. Thomas’ Hospital. Such hemor- 
rhage is readily amenable to surgical ligature 
though obviously unlikely to respond to medical 
treatment. Again, it may be said in all fairness 
that the results of surgery should be calculated 
only on the basis of the cases in which surgery 
is indicated, the very severe group, in many of 
which death would have occurred regardless of 
treatment, and not on the basis of all cases or 
on the basis of the cases treated by conservative 
measures alone, which always include the milder 
cases, and in which surgery is not indicated. 


There are few indications for surgery unless 
there is a clear-cut tendency toward massive re- 
current bleeding. As Balfour says, 


“Until there are some more definite means than are 
now available of recognizing the small percentage of pa- 
tients who will succumb to hemorrhage, any attempt to 
employ surgical measures in cases other than those in 
which an obviously severe recurrence of bleeding takes 
place, while the patient is under treatment for hemor- 
rhage, will result in unnecessary deaths and in suffi- 
cient number, so that the mortality in hemorrhagic 
ulcer will be higher under surgical treatment than it 
will be under medical management.” 


That is a fair summary of a grave therapeutic 
problem. 
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MEDICAL ASPECTS OF CARCINOMA OF 
THE COLON WITH SPECIAL REF- 
ERENCE TO THE EARLY 
DIAGNOSIS* 


By Jutrus FRIEDENWALD, M.D. 
and 
Maurice FetpMan, M.D. 
Baltimore, Maryland 


Carcinoma of the colon is by no means an un- 
common affection and yet the diagnosis is too 
frequently not established until late in the 
course of the disease. While the diagnosis in 
the late stages is comparatively simple, it is 
often extremely obscure at an early stage, when 
surgery offers the greatest hope for recovery. 
The difficulty arises from the fact that tumors in 
this portion of the digestive tract are slow in 
their growth, metastasizing late and conse- 
quently produce few or no symptoms in the 
early stages and thus often remain unrecognized 
until a later period, when complications arise to 
indicate the true nature of the condition. In 
fact, in the so-called silent carcinomas of the 
large bowel, symptoms are entirely absent and 
the presence of the disease may be only acci- 
dentally discovered. According to Strohl and 
Bargen,® this occurred in 6.7 per cent of the 
cases of carcinoma of the colon studied at the 
Mayo Clinic. Furthermore, as malignant tu- 
mors of the colon are slow in their growth and 
involvement of other structures is relatively late, 
they offer a most hopeful field for a satisfactory 
outcome if radical surgical procedures are under- 
taken. And yet, according to Fansler and An- 
derson,? up to the present the delay in diag- 
nosis has been so great that in only 50 per cent 
of cases could radical treatment be considered. 
The delay in diagnosis is due in most instances 
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to the fact that these patients do not usually 
seek advice sufficiently early, but delay often 
until the condition becomes advanced. 

On the other hand, delay in the diagnosis is 
frequently due to the physician himself, who, on 
account of the apparently trivial symptomatol- 
ogy, does not insist upon a thorough investiga- 
tion and the disease is thus allowed to progress 
to an inoperable state. 

It is our aim in this paper to stress again 
the importance of arriving at an early diagnosis 
of this disease as well as to direct attention to 
the means by which this can be accomplished. 

Our study comprises a series of 100 cases of 
carcinoma of the colon. The following table pre- 
sents the incidence of our cases arranged accord- 
ing to age and sex: 


CARCINOMA OF THE COLON: AGE AND SEX OF 


PATIENTS 
Males Females 

4 3 

12 7 

24 14 

15 6 

6 Q 

Total 100 61 39 


The youngest of these patients was 31 years, 
the oldest 76 years. The greatest incidence oc- 
curred between the fiftieth and sixtieth years; 
half of the entire group occurred between the 
fifth and seventh decade. Between the fortieth 
and fiftieth years, the incidence is rather high. 
It is far lower in the very young and very old. 
While the disease is not ordinarily observed be- 
fore the fortieth year, it is important to recall 
that it is noted occasionally in younger indi- 
viduals, a fact which must be taken into con- 
ee when bowel affections persist in earlier 
ife. ° 

The disease, according to our experience, is 
observed more frequently in males. 

Site—Neoplasms of the colon occur in the 
order of their frequency in (1) the sigmoid and 
descending colon; (2) cecum and ascending co- 
lon; (3) transverse colon and hepatic and splenic 
flexures. The following table presents the inci- 
dence of the location of cancer of the colon: 

Symptomatology—Inasmuch as it is ex- 
tremely important, as has already been pointed 
out, to arrive at a diagnosis as early as possible, 
a very carefully obtained history must be se- 
cured which in itself is of the greatest aid in 
Suggesting at least the possibility of the presence 
of this affection. 
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The symptoms necessarily vary according to 
the region involved as well as with the extent 
and duration of the growth. 


In arriving at a diagnosis the following signs 

and symptoms must be taken into consideration: 

(1) Loss of weight, anemia, dyspepsia, toxemia and 
cachexia 

(2) Alteration in the character of the stools 

(3) Localized and generalized discomfort in the abdo- 

men associated with pain and colic of more or less 
severity 

(4) Evidences of obstruction of various degrees of 

intensity 

(5) Intestinal hemorrhage 

(6) The presence of a palpable tumor 

(7) Sigmoidoscopic signs 

(8) Roentgen ray evidence 

(1) Loss of Weight, Anemia, Dyspepsia, Tox- 
emia and Cachexia.—The onset of carcinoma of 
the colon is ordinarily insidious and a consid- 
erable period of time often elapses before any of 
the symptoms noted above are manifested. In 
fact, in the so-called silent carcinomas of the 
large intestine the disease may continue with- 
out occasioning symptoms and be only accident- 
ally discovered. This occurred in 6.7 per cent of 
Strohl and Bargen’s cases, but in only 4 per cent 
of our series. 

While loss of weight is an extremely common 
symptom, especially when the disease has reached 
an advanced stage, it so rarely occurs in the 
early stages that its significance as an early sign 
is but slight. It is rarely absent, however, in 
the later stages of the disease no matter at what 
portion of the colon the lesion may occur. It 
was observed in 85 per cent of our cases and 
was usually associated with obstruction and toxic 
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processes. A loss of from 9 to 45 pounds was 
noted in our series. Progressive secondary ane- 
mia also usually appears late, though occasion- 
ally it occurs early, caused often by slight but 
continuous bleeding from the bowel appearing 
in the form of the occult type; further attention 
will be called to the clinical significance of this 
sign. Secondary anemia is so frequently ob- 
served as an initial sign of this disease that 
whenever the cause of a progressive secondary 
anemia is not apparent malignant disease of the 
bowel should be suspected. This is especially 
true when involvement of the cecum, ascending 
‘colon and hepatic flexure occurs and is often 
‘the first significant sign of disease in this region. 
It is usually associated with weakness and fa- 
tigue. Inasmuch as the right segment of the 
bowel is more spacious, extensive ulceration is 
not uncommon and is in consequence frequently 
associated with a greater loss of blood. Anemia 
of moderate degree occurred in 68 per cent of our 
cases and severe anemia in 32 per cent. It was 
present in 62 per cent of the cases in which the 
disease involved the right colon and 36 per cent 
on the left. 

Indigestion of more or less severity occurred 
in 78 per cent of our cases. This was in the form 
of loss of appetite, eructations, nausea, vomiting, 
pressure, fullness, distention and flatulency. 
Nausea and vomiting were more prominent in 
those instances in which obstruction occurred. 
The dyspeptic symptoms are usually vague, in- 
definite and intermittent at first, but gradually 
become more prominent and constant. Symp- 
toms of gastric disturbance are not uncommonly 
observed in the early stages of intestinal growths 
and not infrequently are so prominent that the 
primary affection may be overlooked. It is in- 
teresting, too, to note that there is, according to 
our experience, an entire absence or a diminu- 
tion of free hydrochloric acid in the gastric secre- 
tion in many cases; this finding is observed in 
35 per cent of the cases of cancer involving the 
colon. 

Toxemia and cachexia are usually late devel- 
opments and their significance is similar to that 
noted in carcinoma of other regions of the body. 
Not infrequently an irregular type of tempera- 
ture is associated with the toxemia, though this 
symptom may, however, manifest itself even early 
in the course of the disease. It occurs especially 
when the proximal colon is involved. The con- 
tents of this portion of the bowel being liquid 
in character and containing products of decom- 
position in abundance are readily absorbed, 
which leads to a toxemia of greater or less sever- 
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ity associated often with fever and vague diges- 
tive symptoms. 


(2) Alteration in Character of Stool——Con- 
stipation is often the earliest sign of carcinoma of 
the bowel. It may appear suddenly, but more 
frequently its onset is gradual, becoming progres- 
sively more marked. It is not necessarily de- 
pendent upon the degree of obstruction or extent 
of the growth. If constipation occurs previous 
to the onset of the disease, it is usually intensi- 
fied, or this symptom may be replaced by diar- 
rhea or by constipation alternating with diarrhea. 
Alternating constipation and diarrhea are not 
uncommon and the stools are frequently ribbon- 
shaped, short or long, or have the appearance 
of round balls covered with mucus and blood. 
There is often a sudden desire to evacuate the 
bowel, frequently followed by an explosive un- 
satisfactory stool, when there may be only a 
discharge of slight amounts of bloody mucus. 
A secretion containing mucus, blood and pus due 
to the tumor is a frequent cause of moisture of 
the external anal area. The stools are frequently 
foul smelling due to the products of decomposi- 
tion. Constipation occurred in 58 per cent of 
our series, diarrhea in 15 per cent; this mainly 
when the disease was located in the proximal co- 
lon, and there were alternately constipation and 
diarrhea in 10 per cent. 


(3) Local and General Discomfort in the Ab- 
domen Associated with Pain and Colic of a More 
or Less Severe Type.—Pain is the most common 
symptom, is usually the initial sign, and is often 
relieved by the expulsion of flatus. Growths in 
the cecum, ascending colon and hepatic flexure 
are usually accompanied by some discomfort in 
the form of a dull ache in the lower right quad- 
rant and around the umbilicus which often pre- 
sents itself early in the course of the disease. 
This is increased by active movements of the 
body, as jarring, and is frequently associated with 
slight tenderness, but without much spasm or 
fever, and may give rise to an erroneous diag- 
nosis of appendicitis. Severe pain is rarely 
manifested unless the growth assumes such pro- 
portions as to occasion obstruction, which occurs 
ordinarily late in the course of the disease and 
because of the usual liquid consistency of the 
cecal content, obstructive symptoms are less 
likely to occur. In other segments of the colon, 
pain, often intermittent, and colic are observed 
far more frequently, for in these areas the solid 
feces have greater difficulty in escaping through 
even a less obstructed bowel. In carcinomas of 
the splenic flexure and descending colon the pain 
occurs in the left side of the abdomen. Sigmoid 
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carcinomata often give rise to fullness and dis- 
comfort in the left lower quadrant which is in- 
creased by pressure in this area. When the 
growth is situated in the rectosigmoid region, 
pain is frequently present on defecation and a 
sensation of incomplete evacuation may occur. 

Pain and discomfort occur as an initial symp- 
tom of the disease in 50 per cent of the cases and 
finally develop in 75 to 80 per cent. 


(4) Evidence of Obstruction of Varying De- 
grees of Intensity.—Slight evidence of obstruc- 
tion may occur early in the course of the disease, 
but a definite indication of this condition is usu- 
ally a late manifestation. Obstruction may be 
partial or complete, depending largely upon the 
situation and extent of the growth. The pres- 
ence of obstruction is revealed by the onset of 
pain and progressively increasing constipation. 
The pain is moderate at first, later severe and 
of a colicky type which is relieved by the pas- 
sage of gas and bowel movements. ‘The stools 
are of a constipated, constricted type containing 
blood. However, the blood is not usually inti- 
mately mixed with the stool, but surrounds it. 
While acute obstructive attacks may develop 
without previous warning, they usually follow 
and are associated with the increasing constipa- 
tion. Ordinarily obstruction occurs at first in 
intermittent attacks which gradually increase in 
frequency and intensity. This symptom oc- 
curred as an early manifestation in only 15 per 
cent of our cases, but was observed in 68 per 
cent as a late sign. It was especially noted in 
those instances in which the growth was located 
in the distal portion of the bowel. Not infre- 
quently, obstruction is also indicated by the 
appearance of visible peristaltic movements and 
patterns extending across the bowel often as- 
sociated with tympanites. It is best detected 
by means of roentgen ray, examination to which 
attention will be called later. 


(3) Hemorrhage.—Profuse hemorrhage is not 
frequent in cancer of the colon, though the dis- 
charge of bloody mucus is quite common. The 
stools frequently contain occult blood even in 
the early stages of the disease; in our experience 
when this is once observed it usually continues 
during the entire course of the disease. The 
presence of this sign in a patient over 40 years 
of age, with sudden onset and progressively in- 
creasing constipation, is extremely suggestive of 
the presence of this disease. 


Blood originating from the proximal colon is 
usually intimately mixed with the stool, but 
this is not so, as has already been pointed out, 
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Blood oc- 
curred in the stools in our series in 24 per cent 
of the cases as an initial sign and in 52 per 
cent. in the later stages of the disease. 


(6) Presence of a Palpable Mass.—At times, 
especially when the mass is located low in the 
colon, signs of acute obstruction with all the 
symptoms usually noted in this affection may 
occur and again disappear at varying intervals 
under treatment before evidence of complete 
obstruction is revealed. In several instances in 
our series this sign was the first subjective as 
well as objective manifestation pointing to the 
presence of the growth. The presence of a pal- 
pable mass is usually a late manifestation of 
colonic cancer, and especially in those instances. 
in which the growth is located in the cecal region, 
though occasionally the growth is of the “silent 
type” in this region and may be accidentally 
discovered as the initial sign of the disease. It 
is often observed only as an indefinite resistance 
associated with much spasm. Tumors at the 
hepatic flexure are ordinarily difficult to pal- 
pate, while those in the region of the transverse 
colon and splenic flexure are less so. 

Palpable masses were observed in 8 per cent 
of our cases at the initial examination and in 
56 per cent in the later stages. More or less 
tenderness was noted on palpation in about one- 
half of these cases. Attention must be directed 
to the fact that colonic tumors may be occasion- 
ally distinctly palpated upon one occasion and! 
not upon another. This is especially observedi 
in obese individuals in whom the mass becomes 
obscured at times as the result of sinking deep 
down into the abdomen or pelvis. 

Attention must be directed to the importance 
of routine and early digital examination of the 
rectum in all patients manifesting symptoms ref- 
erable to the gastro-intestinal tract. Not in- 
frequently the explanation will become evident 
at once by the mass revealed by this simple: 
method of investigation. 

(7) Sigmoidoscopy—A digital examination 
of the rectum should always precede sigmoid- 
oscopic examination. Careful investigation may 
disclose the presence of growths of the rectum 
as far up as the rectosigmoid junction. If there 
is an absence of a palpable mass, the sigmoid- 
oscope should be introduced and the size, posi- 
tion, motility, as well as ulcerations and adhe- 
sions to neighboring organs, determined. In alf 
chronic disturbances of the bowel, no matter 
what their nature may be, this method of ex- 
amination carefully performed should never be 
neglected. 
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Occasionally the growth cannot be detected 
on account of its position in the rectum or be- 
cause the mass is hidden within a fold. Under 
these conditions, by carefully withdrawing the 
prectoscope visualization of the growth may fre- 
quently be accomplished. This form of examina- 
tion is further indicated inasmuch as occasion- 
ally multiple carcinomas of the colon are present 
as has been recently pointed out by Mayo and 
Zellhoefer,’ as well as by Thompson.!” 


(8) Roentgen Ray Examination.—In the early 
period of this affection, when the disease is in 
its incipiency, considerable difficulty may be en- 
countered in the diagnosis. In a small propor- 
tion of cases the roentgen ray examination may 
even be misleading. It may, therefore, become 
necessary to carry out repeated roentgen ray 
studies in obscure cases. A single roentgen ex- 
amination should not always be relied upon as 
final. However, it is undoubtedly true that 
x-ray evidence of carcinoma of the colon may 
in many instances be elicited long before the 
clinical manifestations are sufficiently definite 
to establish the diagnosis. However, it may fre- 
quently become necessary to take advantage of 
special roentgen methods for this purpose, 
namely: stereoscopic, oblique and upright views, 
double enema of barium and air and mucosal 
studies. By a combination of such methods of 
examination the most positive and distinctive 
evidence of the existence of a growth can be 
obtained. 


The normal colon does not fill as a straight 
tube, but will present many contractions, haus- 
tral outlines and bends at the flexures. There 
is usually a temporary delay at the rectosigmoid 
junction, at the splenic flexure, at the hepatic 
flexure and in the ascending colon above the 
ileocecal valve. A temporary delay in the pas- 
sage of the meal should be carefully visualized 
and the area palpated with the gloved hand. 
On account of the frequency of carcinoma in- 
volving these areas, the possibility of a small 
annular growth which may be palpable should 
not be overlooked. A small constricted area, 
which may often be confused with spasm, is not 
infrequent in the early stages. The necessity of 
methodically examining each segment of the 
bowel independently and palpating each area 
under the screen is an important step in the ex- 
amination of the colon. This procedure cannot 
be too strongly emphasized. 


Colon Enema.—The most reliable diagnostic 
information is furnished by aid of the colon en- 
ema, which is the method of choice in the ex- 
amination. It demonstrates the characteristic 
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filling defect produced by the growth and pre- 
sents an exact picture of the site, size and extent 
of the lesion. This method of examination is 
also invaluable in demonstrating the presence 
or absence of diseases of the colon other than 
carcinoma. For this reason it becomes doubly 
helpful in considering the problem of differen- 
tial diagnosis. 

Air Insufflation—Air insufflation of the colon 
has become a useful procedure in the examina- 
tion of obscure colon conditions. In the early 
mucosal lesions it is possible to obtain valuable 
information by this method. 


Barium Meal.—Barium administered by 
mouth as utilized in the routine gastrointestinal 
progress series is sometimes useful in revealing 
further information in colonic conditions. It 
should not, however, be employed in cases of 
marked obstruction. When the progress can be 
employed in addition to the barium enema 
greater diagnostic information can often be ob- 
tained than by either method alone. At times 
the progress meal will present direct evidence of 
the growth. This method of examination will 
not only reveal the presence of a filling defect, 
but will also outline the proximal site of the tu- 
mor as well as determine other associated condi- 
tions in the gastrointestinal tract. In_ those 
instances in which the results of the barium 
meal are uncertain, the progress meal may be far 
more satisfactory in localizing the lesion. The 
colon should be examined at frequent intervals 
until each portion has been completely visualized. 
It may be necessary to administer magnesium 
sulphate following the barium meal in order to 
force the opaque meal through the affected seg- 
ment. We should like to emphasize the impor- 
tance of this procedure in those instances in 
which there has been an obstruction to the flow 
of the barium enema into the sigmoid. The use 
of epsom salts has been an aid in many in- 
stances of this type in detecting the site of the 
lesion as well as in confirming the presence of an 
obstruction. At times the barium meal will serve 
a useful purpose in revealing the presence of an 
indefinite obstruction at the rectosigmoid junc- 
tion when the patient is unable to retain the 
enema. 

The presence of the mucosal relief in the ex- 
amination is now an essential part of the roent- 
gen investigation. This procedure is of inesti- 
mable value in affording a pictorial view of the 
mucosal structure, depicting early change which 
cannot otherwise be portrayed. The mucosal re- 
lief presents a partial or complete effacement 
of the mucosal pattern which is persistent and 
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at times most striking in the involved area of 
the bowel. 

The filling defect varies in size, shape and reg- 
ularity according to the histologic type of carci- 
noma. It may be small and annular, simulating 


spasm. It may be smooth and regular, produc- 
ing a ring-like or napkin-like deformity or it 
may be large and irregular. The roentgen defect 
at times appears larger than the size of the tu- 
mor, due to the inflammatory reaction of the 
surrounding tissue or to a mass of impacted feces. 
On the other hand, it may appear small, but at 
operation be found quite large. In the early 
cases a small narrowed constriction may be in- 
terpreted as a haustral contraction. It is of 
importance to bear in mind that these constric- 
tions and organic contractions are not in any 
way affected by anti-spasmodics. 


A point of importance which heretofore has 
received but little consideration is a tender or 
sensitive area localized directly over the affected 
bowel. This tender spot is usually persistent 
and frequently directs attention to a small fill- 
ing defect which might otherwise be overlooked. 
The presence of a filling defect in carcinoma of 
the bowel is usually characteristic, but occasion- 
ally may be simulated by other conditions. A 
palpable mass coexisting with a filling defect is 
an important sign of the presence of carcinoma. 
Occasionally a mass may be palpated before a 
clear-cut demonstrable filling defect is detected. 
This type of case may escape the roentgenolo- 
gist’s attention, for the mass may be due to a 
fecal impaction or an associated inflammatory 
infiltration, the cancer growth itself being still 
small in size. 


Obstruction is not usually observed in the 
early stages. It is commonly a late manifesta- 
tion, occurring most frequently on the left side. 
It may be partial or complete. In the early 
stages of the disease no distention of the bowel 
is observed, but in the late stages the lumen often 
becomes markedly distended proximal to the 
growth. The presence of an irregularly outlined 
gaseous distention of the bowel should direct sus- 
picion to a possible tumor. 


Stasis is observed with great frequency in the 
colon. It may be due to one of many condi- 
tions affecting the intestinal tract, the majority 
of which have little clinical significance. How- 
ever, when it is present, to a more or less marked 
degree in the 24-hour progress meal it should be 
viewed with suspicion. In a few instances in our 
series of cases this finding led to further investi- 
gation of the colon which resulted finally in a 
definite diagnosis of carcinoma. 
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In the late stages of the disease, fixation of the 
affected colon, perforation and other complica- 
tions may be encountered. 

Diagnosis—The diagnosis of cancer of the 
colon is dependent upon the history of the early 
signs of vague indigestion, of weakness, exhaus- 
tion, of increasing constipation and upon the 
later signs of loss of weight, of obstruction, a 
palpable mass, pain, vomiting, eructations, flat- 
ulency, alternating constipation and diarrhea and 
blood and mucus in the stools. When the dis- 
ease is situated in the right colon there is present 
in addition a slowly progressing anemia in as- 
sociation with indigestion and toxemia; when in 
the left colon there are signs of obstruction with 
progressive constipation. With the aid of the 
roentgen ray and sigmoidoscopic examinations 
the diagnosis may be confirmed in a large per- 
centage of instances. 


Differential Diagnosis —The differential diag- 
nosis between carcinoma of the colon and other 
analogous lesions is at times extremely difficult. 
Certain affections may simulate it; many, how- 
ever, do not reveal the typical roentgenologic 
picture which is characteristic of carcinoma. In 
the differential diagnosis the following affections 
must especially be taken into consideration: (1) 
regional ileitis, (2) tuberculosis, (3) ulcerative 
colitis, (4) amebic colitis, (5) diverticulitis, (6) 
benign structures and tumors. 


(1) Regional Ileitis—The differential diag- 
nosis between carcinoma of the right colon and 
regional ileitis may be difficult and cannot al- 
ways be made with certainty. As a rule young 
adults comprise the largest group of patients 
affected with ileitis; usually under 40 years, 
while in carcinoma the age incidence is ordi- 
narily above 40. In ileitis we are usually deal- 
ing with an affection in which the patient has 
been ill for months or even years prior to seek- 
ing special advice; a condition likewise asso- 
ciated with diarrhea, fever and loss of weight re- 
sembling in many respects the picture of ulcera- 
tive colitis. The mass which is usually palpable 
in the right lower quadrant may be suggestive 
both of ileitis and carcinoma. The roentgeno- 
logic investigation is important, however, in the 
differentiation of the two affections. In ileitis 
the barium enema yields but little information. 
The barium meal, however, reveals very definite 
changes consisting of cecal spasm, a definite 
filling defect together with distended loops of 
the terminal ileum with a delay in the motility 
through the distal portion of this part of the 
bowel. A delay of from 4 to 8 hours may be 
observed. In some instances in which the stenosis 
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is not marked there may only be a slight delay, 
and unless the investigation is carefully carried 
out the condition may actually be overlooked. 
Finally a characteristic “string sign” is usually 
observed. These findings are quite characteristic 
and differ materially from those observed in 
carcinoma of the right colon. 

(2) Tuberculosis of the bowel, especially of 
the ileocecal region, is differentiated from carci- 
noma by means of the clinical history, the fre- 
quent pulmonary involvement associated with 
colonic tuberculosis and the dissimilarity in the 
two affections from a roentgenologic point of 
view. 

(3) It is not usually difficult to distinguish 
between ulcerative colitis and carcinoma of the 
bowel. The evidence presented by the clinical 
history as well as from the sigmoidoscopic and 
roentgenologic investigations will ordinarily clear 
up the diagnosis. 

It is only in the more chronic types of ul- 
cerative colitis in which the symptoms appear 
gradually that the differentiation need be made. 
In this form the symptoms of abdominal discom- 
fort, flatulency and the passage of blood and 
mucus in the stools are prominent. The patients 
may lose weight and become anemic and may 
actually present the appearance of a carcinoma- 
tous type. The sigmoidoscopic examination 
should be relied on principally in arriving at the 
diagnosis. Inasmuch as ulcerative colitis usu- 
ally has its origin in the lower bowel, the lesion 
can be recognized as an inflammatory process 
with edema throughout the involved area and in 
the well developed stages as miliary abscesses 
and ulcers. Roentgenologically the findings are 
characteristic only after the disease has reached 
a moderately advanced stage. The thickened 
bowel wall of ulcerative colitis is indicated by a 
narrowing of the lumen and an absence or dimi- 
nution of the haustrations. Areas of fuzzy out- 
lines or of irregular defects may be observed, 
indicating the sloughing and ulcerating lesions. 
In the late stages areas of contraction through- 
out the colon are typical of this condition. These 
findings are not observed in carcinoma. 

(4) Amebic Colitis—It is only in the sub- 
acute and more chronic types of amebic colitis 
that any difficulty may arise in the differential 
diagnosis. The alternating constipation and 
diarrhea, loss of weight and appetite, disordered 
digestion and frequent passages of mucus and 
blood with but slight fever may present a pic- 
ture resembling that of carcinoma of the colon. 


The absence of haustration in the roentgeno- 
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gram following a barium enema is recognized as 
a feature of amebic colitis and the distribution 
of this abnormality is regarded as an indication 
of the location of the disease. The sigmoido- 
scopic appearance is likewise important when the 
ulcerations are as low as the distal sigmoid or 
rectum. In the chronic stages the ulceration is 
increased in size and the red edges are raised 
above the surface of the healthy mucous mem- 
brane. The diagnosis will finally depend upon 
the discovery of the Ameba histolytica or its cysts 
in the stools. 

(5) The possibility of the presence of diver- 
ticulitis, especially of the descending colon and 
sigmoid, will occasionally cause difficulty in the 
differential diagnosis. However, the correct con- 
clusion can usually be arrived at by means of 
a carefully obtained history. Exacerbations with 
remissions of symptoms with long-standing per- 
sistent constipation and recurrent febrile attacks 
with slight constitutional disturbance and slight 
loss of flesh suggest diverticulitis. A tumor mass 
is rarely present, but if a palpable mass occurs, 
it ordinarily disappears. 

Filling defects may be detected in the x-ray 
examination, associated with diverticulitis. The 
budding defects identify the diverticula. It is 
important, on the other hand, to remember, how- 
ever, that carcinomatous degeneration may occur 
in diverticula. 

(6) Benign strictures and growths occasion- 
ally simulate malignancy of the bowel. Here, 
too, the clinical history, as well as the roentgen 
findings, will usually point to the correct diag- 
nosis. 

Attention must be directed to the fact that 
carcinoma of the colon in its early stages may be 
mistaken for chronic appendicitis and cholecys- 
titis. A carefully obtained clinical history and 
roentgen ray studies will usually lead to the 
correct conclusion. 

Duration and Prognosis —The duration of the 
disease varies largely according to the region in- 
volved, the extent of the growth and its subse- 
quent effect upon the local and general condition 
of the patient. There is usually a latent period 
during which symptoms are entirely absent or 
exceedingly slight, so that the patient may seek 
medical advice only after the disease has ad- 
vanced to a greater or lesser extent. The dura- 
tion in our series of cases at the time of admis- 
sion averaged from 8 to 10 months. However, 
there were a number of instances with as short 
a period as one month and others of a year or 
even more. The prognosis depends largely upon 
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the extent and degree of involvement of the 
growth. In general, it may be stated that the 
earlier the diagnosis the more favorable the prog- 
nosis. 

In drawing our final conclusions concerning 
the significance of the various signs and symp- 
toms of cancer of the colon, it is quite evident 
that many are general manifestations frequently 
present in other intestinal affections, and not 
characteristic of this condition alone, while those 
which are more characteristic are usually late 
developments. On this account the late diagnosis 
of cancer is rendered exceedingly simple, while 
on the other hand, the early diagnosis is usually 
difficult. 

In reaching definite conclusions it is, therefore, 
important to rely not upon a single sign or symp- 
tom, for there are no pathognomonic signs of 
early cancer, but upon a composite impression 
gained from the history, physical examination 
and study of the symptoms, including laboratory 
examinations. We must take into consideration 
in our diagnosis the age of the patient, the his- 
tory of the affection (that is, its onset in the 
midst of good health), loss of weight, anemia, 
dyspeptic signs; the local and general discomfort 
in the abdomen associated with pain of a colicky 
character, evidence of obstruction, the presence 
of a palpable mass, and intestinal hemorrhage. 
In addition, we have the evidence afforded by 
the digital and roentgen ray examinations, as 
well as by the sigmoidoscope. 

Rarely have we all the signs present in early 
cancer of the bowel and in most instances there 
are so few manifestations that the diagnosis may 
be impossible, while in others the early recog- 
nition may be masked by the presence of atypical 
symptoms. The general condition of the pa- 
tient may be extremely good in the early stages 
of the disease, remaining so even until the first 
appearance of obstructive .signs. It is also a 
well recognized fact that palpation of these 
growths (not including those in the rectum) is 
ordinarily extremely difficult in the early stage, 
and this difficulty may continue until obstructive 
signs arise due in part to the pressure produced 
by the hard fecal masses against the tumor mass. 

Evidence of stenosis of the bowel, usually the 
first alarming manifestation, occurs ordinarily 
late in the course of the disease and increasing 
constipation, which is frequently an early sign, 
may not appear until a fairly marked degree of 
obstruction has been produced; on the other 
hand, it may arise entirely independently of the 
obstruction in the course of this affection. A 
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further difficulty may occur in that carcinoma 
of the bowel may appear in individuals previ- 
ously constipated for years, and in consequence 
the onset of the more serious disturbance may 
be entirely overlooked. 

The clinical history is of the greatest value 
in suggesting at least the possibility of the pres- 
ence of this affection. Slight changes in the mo- 
tility of the bowel, a tendency to indigestion 
with increased constipation or alternating con- 
stipation and diarrhea in an individual with pre- 
vious normal digestive functions is in itself of 
sufficient importance to demand an exhaustive 
investigation. This is especially so if there is 
present in addition localized or generalized ab- 
dominal discomfort associated with occasional 
pain or colic even to a slight degree in an indi- 
vidual at middle life. 

It is by no means necessary, however, to insist 
upon the presence of a previously normally func- 
tioning digestive tract as an evidence of the 
presence of this condition. Quite as important is 
an increase in the symptoms or a change in char- 
acter of a previous digestive disturbance. One 
must also bear in mind the not infrequent oc- 
currence of cancer of the colon in compara- 
tively young individuals. One cannot wait until 
extreme loss of weight occurs or cachexia, severe 
anemia, marked obstruction, the presence of a 
palpable tumor or blood in the stools appear in 
the picture in order to arrive at a diagnosis. The 
first suspicion should be an indication for a 
complete investigation, including rectal and 
roentgen ray examinations. It is often at this 
period that the roentgenologic study may present 
the first definite evidence of the presence of the 
growth. Roentgen ray examinations should rou- 
tinely be made on all individuals of 40 years or 
over who develop irregularity of the bowels and 
especially when associated with indigestion and 
flatulency. 

According to our experience it is not always 
necessary to delay until a marked defect is 
noted in the x-ray plates to arrive at the diag- 
nosis. A constriction which is definitely local- 
ized in the same area should always arouse suspi- 
cion and should lead to a repeated examination. 
In a number of instances in our experience in 
which a spastic constriction was at first reported, 
this was finally determined to be the early indi- 
cation of the presence of a malignant growth. 
It is important, therefore, in such cases to elim- 
inate the presence of spasm. Great care must 
be exercised, however, to be positive of the con- 
stancy of the roentgen ray ‘indings. 
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In a special instance which has come under 
our attention in which a capable roentgenologist 
made a diagnosis of carcinoma of the ascending 
colon, and in which the diagnosis was confirmed 
by all the usual methods practiced by roentgen- 
ologists, the filling defect and partial obstruction 
were found due to the dragging down of the 
bowel by adhesions associated with an inguinal 
hernia. 


It is also important to remember that this 
affection usually appears at the age in which 
arteriosclerotic changes have already manifested 
themselves on account of which there are retro- 
gressive changes and impaired metabolism with 
loss of strength and anemia, presenting symp- 
toms often akin to those of cancer. Further 
difficulties often arise by the occurrence of in- 
testinal cancer in patients affected with some 
preceding affection such as diabetes, Bright’s 
disease, cardiac affections or chronic infections; 
on account of which there may be marked ema- 
ciation, loss of strength and intestinal disturb- 
ance. Finally, there still remains another group 
of cases, the latent forms, in which symptoms are 
not revealed until late in the course of the dis- 
ease. 


Again cancer of the bowel may occur in young 
individuals, as has been reported, between the 
ages of 10 and 30 years; and we have had one 
under our care at the age of 25 years. The diag- 
nosis in these cases is often extremely difficult. 


As we have attempted to point out, the diffi- 
culties encountered in atriving at an early diag- 
nosis of intestinal cancer are at times extremely 
great, and inasmuch as surgery offers the only 
cure and then only when the diagnosis is made 
early, the question of early diagnosis is of para- 
mount importance. On this account it is ex- 
tremely important to view with suspicion all 
patients over 30 years of age who present a 
progressively increasing constipation associated 
with the passage of blood in the stools even 
though this blood be of the occult type. In all 
such instances, routine physical, including digi- 
tal, as well as sigmoidoscopic examinations 
should be made and these procedures should be 
augmented by thorough and repeated roentgen 
ray series. The latter not infrequently give the 
first definite evidence of the presence of the 
growth. 


It is evident, therefore, that only by means 
of most careful investigations into the signs and 
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symptoms, together with painstaking examina- 
tions, can we hope for an early recognition of 
cancer of the colon at that period when a radi- 
cal cure may be expected from surgical interven- 
tion. 
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DISCUSSION (Abstract) 


Dr. Donovan C. Browne, New Orleans, La—In 1934, 
I reviewed some 200 cases of malignancy of the colon 
and rectum and was struck by the fact that 18 per cent 
had been operated upon for hemorrhoid and 17 per 
cent treated for amebiasis before the correct diagnosis 
was established. This I considered a rather serious in- 
dictment. These percentages, I am pleased to note, 
have been materially reduced in our more recent sta- 
tistics. 

There is one entity, polyposis of the colon, which, I 
do not believe, has been included in this series. Our at- 
tention should be called to it at this time. In this 
condition the diagnosis is usually made, or certainly 
should be made, long before malignant changes and 
metastasis have endangered the patient’s life. The most 
frequent error is, that we are reluctant to accept the 
fact that these are, or, all will become, malignant and 
are unwilling to apply radical surgery. The case which 
I have presented represents such an instance in which 
colectomy was delayed eighteen months after the patient 
presented herself to the physician, and eleven months was 
allowed to elapse after its malignant nature had been 
established, yet at operation there was no evidence of 
metastasis. 


Dr. Friedenwald (closing)—The main object of this 
paper has been to call attention to the vital importance 
of arriving at an early diagnosis of carcinoma of the 
colon. Since the early symptoms are insidious in their 
onset, the suspicion of the possible presence of malig- 
nancy is sufficient to warrant a complete investigation 
even though the clinical signs may still be insignificant. 
In this way only can we hope to discover the disease 
when it is in a curable stage by the use of proper 
treatment. 
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THE TERMINAL ILEUM* 


ITS SURGICAL IMPORTANCE WITH SPECIAL CONSIDERA- 
TION OF SELECTED LESIONS 


By AmprosE H. Storck, M.D. 
New Orleans, Louisiana 


The combined incidence of developmental 
anomalies and acquired lesions involving the dis- 
tal four feet of the ileum approaches the com- 
bined incidence of appendical disease, thus ac- 
counting for the sustained interest in this seg- 
ment of small intestine. The evident involve- 
ment of loops of the terminal ileum in external 
hernias, and the occurrence of gross develop- 
mental anomalies such as Meckel’s diverticulum, 
abnormal peritoneal folds, veils, and membranes, 
soon attracted the attention of surgeons and sur- 
gical anatomists. During the early development of 
elective abdominal surgery attention to the ter- 
minal ileum as a structure of surgical importance 
centered chiefly about its involvement in adhe- 
sions resulting from intraperitoneal inflamma- 
tory diseases, and the occurrence of intestinal ob- 
struction due to adhesions and enteroliths. With 
the advent of bacteriology and modern pathology, 
the occurrence in the terminal ileum of neoplastic 
diseases and specific granulomatous lesions, such 
as tuberculosis and actinomycosis, was estab- 
lished. More recently the surgical importance 
of the terminal ileum has been re-emphasized 
through more general awareness of the manifesta- 
tions dependent upon the presence in Meckel’s 
diverticulum of heterotopic tissue, the occurrence 
of non-specific mesenteric lymphadenitis, and the 
incidence of the non-specific granulomatous le- 
sion variously described as regional ileitis or 
segmental enteritis. 

The presently correlated data concerning 
the terminal ileum and its mesentery ex- 
plain many clinical phenomena and _ patho- 
logical findings which until comparatively re- 
cently were often incompletely or incorrectly ac- 
counted for. These clinico-pathological studies 
have led to a better understanding, at least in 
some instances, of such manifestations as bizarre 
abdominal pain, unusual intestinal hemorrhage, 
and “cryptogenic pyrexia.” From these studies 
several rather distinct clinical syndromes have 
been developed which now make it possible to 
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arrive at a preoperative suspicion or even a pre- 
operative diagnosis of such conditions as ulcer 
formation in heterotopic tissue present in Meck- 
el’s diverticulum, mesenteric lymphadenitis, and 
regional ileitis. Furthermore, a sufficient num- 
ber of observations have been made following 
various types of treatment to justify certain 
conclusions concerning the therapeutic manage- 
ment of the foregoing lesions of the terminal 
ileum and its mesentery. 


HETEROTOPIC TISSUE IN MECKEL’S 
DIVERTICULUM 


Curd? concluded that ectopic gastric mu- 
cosa is present in about 13 per cent of Meckel’s 
diverticula. Hunt and Bonesteel,? in an analysis 
of 186 reported cases of accessory or aberrant 
pancreas, found that in 13 instances the pan- 
creatic tissue was located in a Meckel’s diver- 
ticulum, and these authors state that symptoms 
simulating appendicitis, but not accounted for by 
appendical disease, have been relieved by the 
removal of these diverticula. Schullinger and 
Stout® reported intestinal hemorrhage associated 
with a Meckel’s diverticulum presenting an ade- 
noma composed of gastric and duodenal glands, 
and they also mention that other neoplasms such 
as polyps, lipomas, myomas, angiomas, myxomas, 
sarcomas, carcinomas, and carcinoids have been 
found in Meckel’s diverticula. Fundic type gastric 
mucosa is the most important heterotopic tissue 
occurring in Meckel’s diverticulum. The occur- 
rence of peptic ulcer of Meckel’s diverticulum 
has been reviewed by Aschner and Karelitz* as 
well as by Lindau and Wulff,> who give excellent 
accounts of the manifestations of this lesion. 
Shortly after the ingestion of food, secretions 
similar to those produced in the stomach arise 
from gastric mucosa present in a Meckel’s di- 
verticulum, and since no food or alkaline in- 
testinal juice is at that time present in the region 
of the diverticulum, ulcer formation is likely to 
occur. This acid factor accounts for the frequent 
appearance of the initial manifestations during 
childhood and has suggested to Dragstedt® that 
such ulcers might appropriately be designated 
as “acid” ulcers. 

Ulceration in Meckel’s diverticulum charac- 
teristically becomes manifest before puberty and 
sometimes even within the first year of life. The 
lesion is much more frequent in males. Abdom- 
inal pain, intestinal hemorrhage and perforation 
are the principal manifestations. 


Although pain may be slight or even entirely 
absent in the presence of peptic ulceration in a 
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Meckel’s diverticulum, recurrent attacks of dis- 
tinct pain usually occur shortly after meals. 
Pain is sometimes a precursor symptom of per- 
foration. 

Repeated and often massive intestinal hemor- 
rhage is noted so frequently in cases with a peptic 
ulcer in Meckel’s diverticulum that it may al- 
most be considered a typical accompaniment of 
this lesion. The frequent losses of blood may 
be responsible for the development of a severe 
secondary anemia, or an excessive loss of blood 
may even be followed by shock and collapse. 
The blood evacuated as a result of peptic ulcer 
in Meckel’s diverticulum is usually bright red 
and is not mixed with mucus. 

Rectal polyps responsible for massive intesti- 
nal hemorrhage can usually be detected by proc- 
toscopic or digital rectal examination. Intesti- 
nal bleeding due to intussusception caused by a 
polyp or resulting from ileocecal intussusception 
is usually not massive, the blood is mixed with 
mucus, and a mass can in most instances be pal- 
pated within the abdomen. A case of the au- 
thor, a child who had a rapid succession of mas- 
sive intestinal hemorrhages, suggestive of bleed- 
ing peptic ulcer of Meckel’s diverticulum, at op- 
eration was found to have two anomalous mesen- 
teric veins which in part of their course extended 
into the wall of the small gut and through which 
the outflow of blood was interfered with as a re- 
sult of associated marked enlargement of the 
mesenteric lymph nodes. 

Perforation of Meckel’s diverticulum at the 
site of a peptic ulcer is an especially serious com- 
plication because of the flora of the ileum. Per- 
foration may occur without antecedent pain or 
hemorrhage, but one or both of these symptoms 
usually precede rupture. Perforation of a Meck- 
el’s diverticulum is likely to be followed by fatal 
diffuse peritonitis, but localized peritonitis may 
ensue with formation of residual abscesses which 
can be satisfactorily drained. 

Treatment.—Because of the high incidence of 
gastric as well as other types of heterotopic tis- 
sue in Meckel’s diverticulum, and especially be- 
cause of the frequency with which ulcer forma- 
tion occurs in this dystopic tissue, search for and 
removal of Meckel’s diverticula should be a 
part of almost every elective abdominal opera- 
tion. 

The occurrence of unexplainable pain, partic- 
ularly in the instance of children and especially 
when associated with intestinal hemorrhage, usu- 
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ally constitutes a definite indication for explora- 
tory laparotomy and search for a Meckel’s di- 
verticulum which, although it may appear in- 
nocuous, should be removed. When massive re- 
peated intestinal hemorrhages occur, transfusions 
of whole blood should be given before operation, 
possibly during operation, and usually following 
operation. The decision as to whether operative 
or conservative management is preferable when 
perforation has occurred is dependent upon the 
same considerations as in the instances of a rup- 
tured appendix, that is, the time calculated to 
have elapsed following perforation, the patient's 
general condition, and findings revealed by ab- 
dominal examination. 


In addition to heterotopic tissue in Meckel’s 
diverticula the location at the umbilicus of polyps 
and cysts, and the presence at the umbilicus of 
intestinal secretory fistulas, are of great impor- 
tance from a surgical standpoint. Intestinal ob- 
struction may result from fixation by adhesions 
of an inflamed Mecke!’s diverticulum, which 
through involution or atrophy may at the time 
of operation appear as an unidentifiable cord- 
like structure. Furthermore, intestinal obstruc- 
tion due to intussusception resulting from in- 
version of Meckel’s diverticulum has been re- 
peatedly observed. 


MESENTERIC LYMPHADENITIS 


Non-specific hyperplasia of the mesenteric 
lymph nodes occurs frequently, especially in chil- 
dren and adolescents, and may, as emphasized 
by Wilensky and Hahn,’ Collins’ and others, 
produce a rather distinct clinical syndrome. De- 
pending upon the intensity and distribution of 
the manifestations associated with the presence 
of the enlarged mesenteric lymph nodes, the 
condition may be considered to occur in either 
an acute or a non-acute form. The diseases or 
lesions most often mimicked by the acute type 
of mesenteric lymphadenitis are acute appendi- 
citis, acute inflammation of a Meckel’s diver- 
ticulum, acute intestinal obstruction, “intestinal 
influenza,” “abdominal grippe,” acute gastro- 
enteritis, various types of acute enteric fever and 
ureteral obstruction. The non-acute type most 
frequently simulates recurrent or so-called chronic 
appendicitis, or the manifestations may be most 
suggestive of helminthiasis. 

A possible relationship between mesenteric 
lymphadenitis and lesions in the ileum, the ap- 
pendix, or the cecum has been sought, but in 
most instances the mesenteric lymphadenitis is 


Vol. 31 No. 10 


not associated with demonstrable disease of the 
near-by segments of intestine. Specific infec- 
tions, especially tuberculosis, have been consid- 
ered, but through careful investigations have 
been definitely eliminated as responsible for the 
mesenteric lymphadenitis. Several types of or- 
ganisms, including streptococci, have been re- 
covered from enlarged mesenteric lymph nodes, 
but the variation in type of organism present, as 
observed by Plank® and other investigators, make 
it impossible to establish any causative relation- 
ship between the enlarged lymph nodes and the 
presence of a specific regional infection. 

The antecedent or simultaneous existence of 
pharyngitis or tonsillitis has been frequently 
observed, especially associated with the acute 
type of mesenteric lymphadenitis, and this re- 
lationship has been discussed by Brennemann.® 
It has been hypothesized that the enlargement 
of the mesenteric lymph nodes is, at least in some 
instances, the result of infected secretions from 
the upper respiratory tract which, after being 
swallowed and conveyed to the ileum, pass 
through lymphatics to reach the mesenteric 
lymph nodes. 

Symptoms.—Symptomatology in the non- 
acute type of mesenteric lymphadenitis frequently 
is limited to indefinite generalized and usually 
cramping pain, although the pain may be dis- 
tinctly located either in the lower right quadrant 
of the abdomen or in the region of the umbilicus. 
In the acute type of mesenteric lymphadenitis, 
pain is more intense and is likely to be localized 
in the region of the umbilicus, causing ‘‘umbilical 
colic” described by Pribram.'® Nausea and vom- 
iting are usually absent in the non-acute cases, 
whereas these symptoms are frequently present 
in the acute cases. A history of either acute or 
recurrent “sore throat”’ or tonsillitis is often ob- 
tainable, especially in association with the acute 
type of mesenteric lymphadenitis. The onset of 
symptoms frequently coincides with the begin- 
ning of a menstrual period. Several bowel move- 
ments may occur a few hours after the onset of 
pain or other symptoms present in the more 
acutely ill patients. 

Physical Examination.—Physical findings are 
usually proportionate to the severity of the 
symptoms. In cases which may be classified as 
mild or non-acute, the temperature is normal 
or elevated only about one degree. In the ful- 
minating or severe cases oral temperature may 
be as high as 104 or even 105 degrees F. As in 
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the instance of the temperauure, the pulse varies 
in proportion to the intensity or acuteness of the 
process, and may attain a rate of 120 or more 
beats per minute. The respiratory rate follows 
its usual relationship to temperature. More or 
less generalized lymphadenopathy may be pres- 
ent, and cervical adenopathy is frequently de- 
tectable. The most significant and constant 
physical finding and one which may be consid- 
ered almost pathognomic of mesenteric lymphad- 
enitis is the presence of tenderness localized in 
the umbilical region, or detectable along a line 
extending from above and to the left of the um- 
bilicus to below and to the right of the umbilicus, 
which line approximately overlies the root of 
the mesentery of the small intestine. 
Laboratory Findings —The non-acute type of 
mesenteric lymphadenitis may exist without any 
significant deviation from normal in either the 
total or differential leukocyte counts. In some 
instances, however, there may be a relative lym- 
phocytosis, and in the most fulminating types 
the total leukocyte count may be as high as 
30,000 per cu. mm., with an increase in the pro- 
portion of polymorphonuclear leukocytes. Uri- 
nalysis usually reveals normal findings, but a 
trace of albumin may be present and associated 
with numerous leukocytes and erythrocytes. 
Treatment.—Although mesenteric lymphad- 
enitis may definitely be suspected, the possibility 
of appendicitis as a cause of the manifestations 
must necessarily be given consideration, and ex- 
ploratory lgparotomy is almost invariably ad- 
visable. Because of the frequently associated 
intestinal ileus, it is particularly important that 
patients with mesenteric lymphadenitis be given 
very limited amounts of fluid by mouth for sev- 
eral days following operation, so the administra- 
tion of fluids by infusion may be advisable. 
Other methods of preventing or combating ileus 
such as the continuous application of heat to the 
abdomen and the administration of relatively 
large doses of morphine should also be employed 
during the early postoperative period. When 
there are definite evidences of postoperative ileus, 
some type of continuous suction apparatus at- 
tached to an indwelling gastro-duodenal catheter 
may be advantageously employed. Removal of 
foci of infection such as tonsils, adenoids, or 
carious teeth may well be undertaken shortly 
after convalescence from laparotomy. As an ad- 
ditional measure to promote the involution of the 
enlarged mesenteric lymph nodes, special atten- 
tion should be directed toward the patient’s gen- 
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eral hygienic care and provisions made for an 
abundant, well balanced diet. 


The prognosis in cases of mesenteric lymphad- 
enitis is good, and a subsidence or disappearance 
of evidences of this condition usually occurs fol- 
lowing postoperative convalescence. Occasion- 
ally there may be a persistence of symptoms for a 
period of several months, despite adequate gen- 
eral hygienic and dietary provisions. 


REGIONAL ENTERITIS 


Single, non-specific granulomatous lesions lo- 
cated in the terminal ileum, as well as multiple 
similar lesions involving either the large or the 
small intestine and separated by “skip areas” 
of normal intestine, have repeatedly been ob- 
served. These lesions are encountered in both 
an acute and a chronic form and are almost in- 
variably associated with enlargement of the 
near-by mesenteric lymph nodes, which latter 
may undergo suppuration with resulting intra- 
mesenteric abscess formation. Ulceration of the 
bowel may occur with resulting peritonitis and 
formation of dense peritoneal adhesions, while 
in other instances intestinal stenosis occurs, or 
internal or external fistulae develop. It was not 
until the comparatively recent description and 
designation of certain of these lesions by Crohn, 
Ginzburg and Oppenheimer?! as regional ileitis, 
and the subsequent additional studies and de- 
scriptions of the other manifestations of this 
disease that it became identified as a distinct 
entity. e 

In the original depiction of regional ileitis by 
Crokhn™ and his associates, only those lesions 
which were limited to the terminal ileum were 
accepted as true examples of this peculiar type 
of granuloma. It was, however, later appre- 
ciated, as indicated in reports by Harris, Bell and 
Brunn;!* Brown, Bargen and Weber;!* Crohn 
and Rosenak;!* Pollock!® and Passagno'® that 
the cecum, the colon, any part of the ileum, and 
even the jejunum might be the site of the same 
sort of granulomatous process, so that at present 
such lesions may be more properly referred to 
as a regional enteritis, regional ileitis, or as a 
combined ileitis and colitis, depending upon their 
location. 


In the early or acute stage of regional ileitis, 
characterized by a red, thick, granular in- 
testine with associated regional lymphadenitis, 
the clinical manifestations may closely resemble 
those produced by acute appendicitis or acute 
intestinal obstruction. 


The late manifestations 
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or sequelae which follow when there is incom- 
plete subsidence of the acute phase of regional 
ileitis may simulate intraperitoneal neoplastic 
or tuberculous lesions, or residuals of the fre- 
quently observed pyogenic peritoneal inflamma- 
tory processes. Excellent descriptions of the 
clinical and laboratory diagnostic findings as 
well as accounts of the histopathological studies 
in cases of regional ileitis are given in the publi- 
cations listed in the accompanying bibliography. 

A preoperative diagnosis of the acute phase of 
regional ileitis is only occasionally reached, but 
recognition of the late manifestations is fre- 
quently possible, especially when a mass can be 
palpated within the abdomen. In addition to the 
clinical signs or symptoms resulting from the 
chronic type of regional ileitis, serial x-ray ex- 
amination of the intestine following the ingestion 
of a barium meal may reveal the characteristic 
“string sign” described by Kantor.’7 


There has been considerable difference of opin- 
ion concerning the treatment of regional ileitis. 
On the basis of personal observations and in 
consideration of the observations of others, in- 
cluding Probstein and Gruenfeld,’* at present I 
believe that when regional ileitis is encountered 
in the acute or early period when complete in- 
volution may occur, conservative treatment, such 
as is usually employed in the treatment of ileus, 
should be instituted. J am convinced that re- 
section of the involved bowel is usually unnec 
essary in the early or acute cases, because 
thorough and permanent restitution of the bowel 
is more likely to occur than is progression of the 
process. In the later stages of the disease, that 
is, when intestinal stenosis has developed, resec- 
tion extending well beyond the involved bowel 
and including any “skip areas” as well as in- 
volved mesentery should be performed and fol- 
lowed by end-to-end anastomosis. When fistu- 
lae are present a short circuiting operation such 
as ileo-colostomy, using a loop of ileum well 
above the site of the fistula, or the diversion of 
intestinal contents by means of a temporary 
terminal ileostomy, may result in spontaneous 
closure of fistulae or may seem necessary as 2 
preliminary procedure. Either of these latter 
procedures may be followed by permanent cure, 
but in most instances closure of fistulae and re- 
lief of symptoms only follow removal of all in- 
volved portions of the intestine and mesentery. 
Under practically no circumstances should an 
enterostomy be done in the presence of regional 
ileitis, because it has been repeatedly observed 
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that a persistent fistula is likely to develop at the 
enterostomy site. 


CONCLUSIONS 


(1) Especially in the instance of patients 
presenting indefinite or bizarre abdominal symp- 
toms or signs, the possibility of a lesion involv- 
ing the terminal ileum or its mesentery should be 
considered. 


(2) Examination of the terminal ileum should 
be a part of almost every elective abdominal op- 
eration. 


(3) Although the etiology of some of the im- 
portant lesions of the terminal ileum and its 
mesentery remains obscure, many valuable diag- 
nostic criteria have been accumulated and now 
make possible the preoperative recognition in 
many instances of such lesions as peptic ulcera- 
tion in Meckel’s diverticulum, ileal mesenteric 
lymphadenitis, and regional ileitis. 

(4) Therapeutic indications have been estab- 
lished which are leading to more satisfactory 
management of lesions involving the terminal 
ileum. 

REFERENCES 


1. Curd, H. H.: A Histologic Study of Meckel’s Diverticulum, 
with Special Reference to Heterotopic Tissues. Arch. Surg., 
32:506, 1936 

. Hunt, V. C.; and Bonesteel, H. T. S.: Meckel’s Diverticulum 
Containing Aberrant Pancreas. Arch, Surg., 28:425, 1 

. Schullinger, R. N.; and Stout, A, P.: Meckel’s Diverticulum. 
Arch. Surg., 28:440, 1934. 

. Aschner, P. W.; and Karelitz, S.: Peptic oo, A Meckel’s 
Diverticulum and Ileum. Ann. Surg., 91:573, 

. Lindau, A.; and Wulff, H.: The Peptic snl Pe Gastric 
and Duodenal Ulcer, Especially in the Light of Ulcers in 
Meckel’s Diverticulum and the Postoperative Ulcers in the 
Jejunum. Surg., Gyn. & Obst., 53:621, 

6. Dragstedt, L. R.: Ulcus acidum of Meckel’s Diverticulum. 
J.A.M.A., 101:20, 1933. 

7. Wilensky, A. O.; "and Hahn, L. J.: Mesenteric Lymphad- 
enitis. Ann. Surg., 83:812, 6. 

8. Collins, D. C.: Mesenteric Ly mphadenitis of Adolescents Sim- 

ulating Appendicitis. Canad. Med. Assn. Jour., 34:402. 
6. 


& 


9, Brenneman, J.: Abdominal Pafn of Throat Infections in Chil- 
dren and Appendicitis. J.A.M.A., 89:2183, 7. 

10. Pribram, B. O.: Umbilical Colic: Lymphangitic Form of Ap- 
pendicitis and Mesenterial Lymphangitis. Munch. med. 
Wchnschr., 82:939, 1935 

11. Crohn, B. B.; Ginzburg, L.; and Oppenheimer, G. D.: Re- 
gional a Pathologic ‘and Clinical Entity. J.AM.A., 
99:1323, 1932. 

12, Harris, F. I.; Bell, G. H.; and Brunn, Harold: Chronic 
Cicatrizing Enteritis: Regional Ileitis (Crohn) ; New Surgical 
Entity. Surg., Gyn Obst., 57 :637, 

13. Brown, P.; Bargen, «e! es and Weber, H.: Chronic Inflamma- 
tory Lesions of the Small Intestine (Regional Enteritis). 
Amer. Jour. Dig. Dis. & Nutrition, 1:426, 1934. 

14, Crohn, B. B.; and Rosenak, B. D.: Combined Form of 
fleitis and Colitis. J.A.M.A., 106:1, 1936. 

15. Pollock, Leo , a Enteritis. Jour. Mo. State Med. 
Assn., 109, 

16. Pessagno, D. ie "Regional Ileitis with Involvement of the 
Cecum. Sou. Med. Jour., 30:1052, 1937. 

17. Kantor, J. L.: Regional (Terminal) Ileitis: Its Roentgen 
Diagnosis, J.A.M.A., 103:2016, 1934. 

18. Probstein, J. G.; and Gruenfeld, G, E.: Acute Regional 
lleitis. Ann. Surg., 103 :273, 1936. 


SOUTHERN MEDICAL JOURNAL 1091 


PROLAPSE THROUGH THE ANAL 
SPHINCTERS* 


By R. L. Murpocn, M.D. 
Oklahoma City, Oklahoma 


The term prolapse of the rectum is ordinarily 
applied to any abnormal descent of the circum- 
ference of the bowel presenting at or protrud- 
ing through the rectal opening. The more or 
less uniform presenting of a ring of the entire 
circumference distinguishes it from the individ- 
ual masses of prolapsed or protruding hemor- 
rhoids. The edematous, inflamed, and often 
thrombotic appearance of the rosette of exter- 
nal inflammatory hemorrhoids with their skin 
covering, for which physicians are often con- 
sulted, should distinguish those protruding 
hemorrhoids from the non-inflamed, continuous. 
ring-like mass, usually easily replaceable, which 
is prolapse. In addition the prolapse often orig- 
inates an inch or more inside of the opening and 
accordingly the examining finger can palpate all 
the way around in that sulcus between mass and 
anal wall, the finger pushing up to a height of 
one or more inches, as the case may be, before 
impinging on the level of origin of the pro- 
lapse. 

Comparison of the diagnostic files of a num- 
ber of hospitals with the charts shows, as nearly 
as can be made out from the records, that a 
diagnosis of prolapse is not infrequently added 
on the file when the entire condition is really 
only extensive internal or combined internal and 
external hemorrhoids. Accordingly, one should 
keep this in mind in any compilation of adult 
cases especially in which a hemorrhoid opera- 
tion was the treatment. 

Review of general hospital records likewise 
reveals that distinction is infrequently specified 
between the diagnosis of the conditions (1) pro- 
lapse of the mucous membrane of the rectum and 
(2) complete prolapse of the rectum, that is of all 
coats of the viscus. In fact, hospital charts are 
prone to miss some of the following items which 
we should strive to include in our records. These 
are: history of the condition of the patient and 
the attending circumstances and approximate 
date of the first appearance of the prolapse; 
details of subsequent appearances; examination, 
shape and general appearance of the prolapsing 


*Read in Section on Proctology, Southern Medical Association, 
Thirty-First Annual Meeting, New Orleans, Louisiana, November 
30--December 1-2-3, 1937. 
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mass; central or eccentric position of function- 
ing opening supposedly near its apex; circular 
or longitudinal direction of rugae; measurements, 
diameter at the base and distance prolapsed out 
beyond the anus; presence of a sulcus between 
the mass and the anal wall and measurement 
of the depth of the sulcus; palpation and per- 
haps instrumental inspection when the mass has 
been replaced to note any of the findings which 
we should record in the examination of a hernia 
in other parts of the body. 

It is desirable to classify this condition when 
possible as (1) prolapse of the mucous mem- 
brane of the rectum or anus and (2) prolapse 
of the rectum, complete, all coats. 

(1) Prolapse of the mucous membrane of the 
rectum occurs especially in infants and in the 
aged. Anything which weakens the tone of the 
anal sphincters and prolongs straining is con- 
ducive. A considerable amount of the adjacent 
mucous membrane will be seen through the widely 
relaxed atonic anus. Accordingly this may be a 
considerable distance across, although it does not 
prolapse out far from the anus. Among our 
cases in children some contributing factors were 
fermentative diarrhea, acute gastro-enteritis, post- 
diphtheritic paralysis, cretinism, dietary de- 
ficiency and otitis media, and low solitary polyps. 
Some of the adults had concurrently anal defects 
from multiple fistulae and operations, chronic 
prostatitis, vesical stone, tabes dorsalis, duodenal 
ulcer and malnutrition, and severe cardiac dis- 
ease. 

Measures should be directed to improve the 
general health as much as possible. The rectal 
content should be kept soft and evacuated per- 
haps lying down or with the buttocks supported 
together to avoid straining. Adhesive strapping 
is often helpful. Some of the children obtain a 
cure under careful management of this kind. 
Our operative treatment has consisted of linear 
cauterization, often clamping off excess mucous 
membrane and suturing as necessary, removal of 
hemorrhoids or polyps if present, plus occasional 
injection of 1 c. c. in an area, of 5 or 2.5 per cent 
solution of quinine and urea hydrochloride. 
Sphincter ends retracted out in marked fistulec- 
tomy defects have been reunited. A congeni- 
tally large patulous anus has been operated upon, 
dissecting the integument off the posterior half 
and by suture approximation of the levators be- 
hind and of the previous anal structures side to 
side, making a tighter and longer anus. 


(2) Complete prolapse of all coats of the rec- 
tum: In a considerable group of cases having 
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a protruding mass of only moderate dimensions 
the clinician may have difficulty in satisfying 
himself as to whether or not all coats of the 
rectum are prolapsed. The most used criterion 
is a protrusion outward beyond the skin longer 
than its breadth across, and in any event a pro- 
trusion longer than 2 or 3 inches before one can 
reasonably conclude that the condition is a com- 
plete prolapse comprising all coats of the bowel. 
Yeomans! has said, in his text on “Proctology:” 

“If the prolapse protrudes more than 2 inches in 
women or 3 inches in men, it may include on its anterior 
surface a portion of the peritoneal cavity. .. . The rugae 
of the mucosal covering run circularly about the com- 
plete prolapse in contradistinction to the incomplete 
form where they radiate from the apex to the circum- 
ference. In old standing cases the rugae may be ob- 
literated and the mucosa smooth and shining.” 

Additional differential points are mentioned 

by A. V. Moschcowitz? in an excellent article in 
Surgery, Gynecology and Obstetrics of July, 
1912. He believes that complete rectal prolapse 
is a hernia starting through the cwl-de-sac of 
Douglas due to a defect in the transversalis fascia 
at the exit of the rectum from the abdomen. The 
close similarity of the development of a hernia 
and of development of prolapse of the rectum 
is noted and compared by diagrams. He says 
that the defect being present, 
“it requires only some added factor for the production 
of a hernia, namely, some increase in intra-abdominal 
pressure, such as straining (secondary to heavy work, 
parturition, habitual constipation, coughing, phimosis, 
vesical calculi, stricture of the urethra, etc.), which will 
drive the peritoneum into the sheath formed by the 
outward prolongation of the transversalis or pelvic fas- 
cla. 

His treatment was to obliterate the cul-de-sac 
at laparotomy by successive tiers of silk sutures 
placed around circularly, starting in the deepest 
part of the cul-de-sac and continuing higher as 
long as they close the peritoneum. Moschco- 
witz reported operating upon nine cases with a 
perfect anatomical cure in five and an entirely 
satisfactory clinical cure in all of them, except 
one debilitated woman who became a hospital 
mortality with urinary suppression one week 
postoperatively. 

I have reviewed the charts diagnosed pro- 
lapse of the rectum, primary and also compli- 
cating some other condition, in two hospitals in 
Oklahoma City aggregating about 300 beds, ap- 
proximately over the last ten years. 


Among the 40 cases found, males slightly 
predominated. There were 5 cases of complete 
prolapse and 35 cases of incomplete prolapse. 


Twenty-one of the incomplete cases were in 
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children, the average age being a little over 3 
years. Most of them were under 5 years of 
age. 

Fourteen of the incomplete were adults with 
an average age of 45 8/14 years. 


Linear cauterization (actual cautery) and ap- 
plication of the clamp and cautery and suture 
was the treatment in the large majority of cases. 
In a few cases that were questionably early com- 
plete prolapses information was obtained that 
there had been recurrence. On the other hand, 
in numerous similar cases treatment was entirely 
successful. 


An idea of the incidence and varying circum- 
stances as they can be obtained from general hos- 
pital records may be had from the following 
brief accounts individually of the 5 cases which 
I considered to be complete prolapses of the rec- 
tum, also one additional case in which a small 
annular carcinoma of the sigmoid prolapsed out 
through the anus. Mention is made of follow- 
up if it was obtained. 


Case 1—A 49-year-old white woman, C. C., had pro- 
lapse of the rectum and descent of the uterus. Operation 
consisted of abdominal hysterectomy, and stitches were 
taken securing the rectosigmoid to the left pelvis. 


Case 2—A middle-aged Indian gave a poor history of 
distress at bowel movement. When a barium enema 
was attempted he extruded about 5 inches of rectum, 
which was easily replaced. The patient insisted on leav- 
ing the hospital without treatment. 


Case 3—A man 27 years old had prolapse of several 
years’ duration. Under caudal anesthesia the rectum 
was drawn out about 4 inches and tiers of linear cau- 
terization were done, starting high; also quinine and 
urea hydrochloride 5 per cent were injected at several 
spots. After several days he had rectal and pelvic pain 
and several degrees of fever for a week. About ten 
days after operation he had large rectal hemorrhages. 
Fifteen days after operation digital examination was 
negative except that he was tender. After one and one- 
half months digital and instrumental examination showed 
scarring and diaphragmatic constriction at the mid- 
rectal level which admitted passage of the 34-inch proc- 
toscope. There was no ulceration. Anti-anemic treat- 
ment was instituted. Pelvic and rectal distress disap- 
peared in about the ensuing month; he was apparently 
cured one year afterwards. 


Case 4—A 37-year-old white man had rectal pro- 
lapse and treatment like that of Case 3, but an un- 
eventful postoperative course. He reported himself 
cured six years later. 


Case 5—A colored female infant 4 months of age for 
the previous three weeks had had difficulty at every 
bowel movement. The rectum would shoot out 4 inches, 
about 2 inches wide at the base. It could be replaced, 
but would not stay in. The anus seemed too large and 
too lax. Circular incision at the posterior half dissected 
off and pushed the anal integument forward. Sutur- 
ing the levators and the denuded anal structures to- 
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gether on each side made a longer and tighter anus. 
Chromic No. 2 catgut was used throughout, but the 
wound separated 7 days postoperatively during a crying 
spell and the rectal prolapse shot out as before. Sec- 
ondary suture was done with interrupted figure-of-eight 
silkworm gut sutures, which were left in 21 days. Heal- 
ing was sound and there was no sign of prolapse dur- 
ing several months’ subsequent observation. 


I have not found any diagnoses of occult or 
sigmoido-rectal prolapse indexed in the hospital 
files reviewed. Moschcowitz’s obliteration of the 
cul-de-sac has been recommended as a proper 
operative treatment for that condition if defi- 
nitely diagnosed. 

I had a 47-year-old colored man who extruded 
a small annular carcinoma of the sigmoid 2 
inches out of his anus as the apex of a sig- 
moidal prolapse. At laparotomy I lifted this 
same growth-bearing segment of sigmoid well 
above the abdominal wall and removed it by a 
modified Mikulicz procedure with subsequent 
restoration of fecal continuity and report that the 
patient considered himself cured two years later. 


SUMMARY 


From general hospital records are reported 
35 cases of prolapse of the rectal mucous mem- 
brane, 5 cases of prolapse of all coats or com- 
plete prolapse of the rectum, and a case of sig- 
moidal prolapse, with comments and the usual 
statistical compilations. 
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DISCUSSION (Abstract) 


Dr. Curtice Rosser, Dallas, Tex—The classification of 
prolapse suggested in this discussion is refreshing in its 
simplicity and in marked contrast to the many compli- 
cated and confusing subdivisions seen in the literature. 


I have found the posterior proctopexy of Lockhart- 
Mummery quite effective in severe prolapse if the 
wound is left partially open and allowed to granulate. 
Where incontinence due to anterior laceration or im- 
properly operated anterior fistulae in women is the 
causative factor, the procedure described by Sistrunk, 
in which the severed ends of the external sphincter are 
implanted in the levators, is a very effective additional 
step in the repair of the prolapse. I have no experience 
with Read’s operation, first described at the Southern 
Surgical Society, in which the prolapsed segment is 
amputated by pressure necrosis obtained by inserting a 
firm tube and applying an elastic ligature. 


The results of simple linear cauterization are so satis- 
factory that I have never been tempted to use any of the 
chemical injections for mucosal prolapse. Several years 
ago Corbett, of Detroit, reviewed the cases so operated 
upon at the Children’s Hospital there and found that 
95 per cent of those followed up had been cured by this 
procedure. 
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UNUSUAL COMPLICATION OF RADICAL 
ANTRUM OPERATION* 


By T. E. M.D. 
Texarkana, Texas 


The operative technic employed in the case 
to be reported is the one which has been used by 
us for many years. It does not differ from the 
method used by most rhinologists in this coun- 
try. In the elevation of the periosteum follow- 
ing the incision care is taken not to injure the 
infra-orbital nerve. Enough of the bony antral 
wall is removed to secure good exposure, care be- 
ing taken to leave a margin of bone above the 
alveolar process. After the mucosa is thor- 
oughly removed, a large naso-antral opening is 
made, reaching from the attachment of the infe- 
rior turbinate, which is not disturbed, to the 
floor of the nose, and extending as far forward 
as possible, and as far back as can be done not 
to endanger the branches of the sphenopalatine 
artery. No attempt is made to secure a flap of 
mucous membrane. The cavity is not packed, 
and irrigation is not used in the after treatment. 


CASE REPORT 


The patient was a woman, aged 35, not very robust, 
but in reasonably good health. She presented herself at 
the office May 1, 1935, saying that ever since she had 
seme teeth pulled two weeks before she had suffered 
pain in the left side of her face, and that there was 
an offensive discharge from the left nostril. 


Examination of the mouth showed that the site of 
the removed teeth had healed. There was nothing un- 
usual to be found. Examination of the right side of the 
nose was negative, as was the throat. Transillumination 
of the sinuses showed them to be clear with the excep- 
tion of the left maxillary, which was densely cloudy. 
These findings were confirmed on x-ray examination. 
The antrum was punctured under the inferior turbinate 
and irrigation brought away a large amount of very foul 
pus. 

The irrigations were done regularly until June 26, but 
with very little improvement. The discharge was still 
foul and profuse, and the discomfort had increased. On 
June 27, a Caldwell-Luc operation was done under gen- 
eral anesthesia. The sinus was found filled with pus. 
The mucous membrane was thick and degenerated and 
in some places necrotic. It was carefully removed. The 
operation consumed about an hour. 

There was nothing unusual in the postoperative his- 
tory. Only a moderate degree of reaction followed. 
The patient left the hospital on June 29 and came to the 
office on July 1. She came occasionally until July 11, 
which was the last time we saw her. At that time, the 
reaction had subsided, the discharge had lessened in 
amount and the odor was gone. 


*Read in Section on Ophthalmology and Otolaryngology, Round 
Table Session, Southern Medical Association, Thirty-First Annual 
— New Orleans, Louisiana, November 30--December 1-2-3, 
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We did not see the patient again until May 25, 1936, 
at which time we found that the naso-antral opening had 
completely closed. We, of course, had previously seen 
the opening shrink considerably, but this was the first 
time we had ever had it close entirely. It remained open 
long enough for ventilation and drainage to cure the in- 
fection, but at present it is impossible to introduce even 
the smallest probe. 

The complication, however, which is the occasion for 
this report was an atrophy of the soft tissues of the 
face on the operated side. There was no inflammation 
or discomfort, but the soft tissues disappeared entirely 
and only skin and bone remained. The patient, while 
distressed, was very reasonable. The appearance was 
anything but pleasing. No unusual amount of trauma 
had been done to the soft part, and only a moderate 
reaction had occurred after the operation. 


On consulting the literature which was avail- 
able, I was unable to find any reference to such 
a condition. Dr. Harris P. Mosher said that he 
had never seen a complication of this kind and 
had not read of it in the literature. 

I have had the opportunity to discuss this case 
with Dr. T. E. Carmody, Dr. F. E. LeJeune, Dr. 
W. A. Wagner, and Dr. Robert H. Ivy, of 
Philadelphia, none of whom had seen the condi- 
tion. 

In order to investigate the matter further, we 
addressed communications to a number of oto- 
laryngologists in various parts of the country and 
their replies follow: 


Dr. Joseph C. Beck.—“I have not seen any atrophy 
of the soft tissues of the face following radical opera- 
tions on the maxillary sinus. The only thing I have 
seen is a temporary facial paralysis which recovered in 
three months.” (This is interesting because I do not 
recall having seen this mentioned before.) 


Dr. S. J. Crowe—‘I have not seen this complication.” 


Dr. L. W. Dean —“I have not seen atrophy of the tis- 
sue of the face produced by a radical operation on the 
maxillary sinus.” 


Dr. R. B. Kistner—“I have done nearly a thousand 
Caldwell-Luc operations and have never seen any atro- 
phy of the soft tissue of the face.” 


Dr. Gordon B. New—“I have never seen a case of 
atrophy of the soft tissues of the face following the 
radical operation on the maxillary sinus which you de- 
scribe. However, I have seen it in connection with ma- 
lignant diseases and other more radical procedures.” 

Dr. A. C. Furstenberg —‘I have never seen any atro- 
phy of the soft tissues of the face following radical op- 
erations on the maxillary sinuses.” 

Dr. E. C. Sewell—‘I know of no facial disturbances 
such as you mention following the maxillary operation.” 

Dr. V. P. Blair—‘I have never had a case of atrophy 
of the soft tissues of the face come to my attention 
with a history that would suggest that a maxillary op- 
eration was the etiological factor.” 

Dr. Farris Smith—‘I have never seen an atrophic 
condition such as you describe. I presume that this 
may result from careless handling of the infra-orbital 
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nerve region or continued strong traction of the soft 
parts. We have been guilty of the latter many times 
and possibly of the former, but with no bad results.” 


Dr. W. W. Looney.—‘I have given your case con- 
siderable thought and am positive of only one thing, 
and that is, that the atrophy of the soft tissues of the 
face was not caused by injury of the infra-orbital nerve. 
This nerve is purely sensory and does not control the 
trophic innervation of the tissues and muscles. Some- 
thing has gone wrong with some of the branches of the 
facial nerve. If the atrophy is confined to the upper 
lip and infra-orbital muscles, then the lower zygomatic 
branch of the facial nerve must be involved. I could 
not say whether this has resulted from trauma or 
waether you had an extensive inflammatory process pro- 
ducing degeneration of the facial branches. This may 
clear up with time, depending upon the extent of the 
damage of the nerve.” 

Although the condition described must have 
been a result of the operation, no unusual trauma 
was done to the soft tissues by the retractors. 


There is a trophic condition of the face known 
as facial hemi-atrophy. The changes involve the 
skin, subcutaneous tissue and muscle and bone. 
It is said to begin early in life, usually in the 
second decade. The atrophy usually begins in a 
small area and spreads until it involves the en- 
tire half of the face. The course is usually pro- 
gressive. It may stop after a small amount of 
atrophy has taken place or it may extend beyond 
the face and involve the neck and even the arm. 
No one seems to know exactly what causes this 
condition. Infectious diseases sometimes pre- 
cede it. Local infections may play some part. 
Among those mentioned are alveolar abscesses 
and tonsillitis. In some cases it has followed the 
extraction of teeth and general trauma. 


As the description of this condition applies 
very perfectly to the case under consideration, 
I am inclined to think that the trauma at the 
time of the operation set up this process and that 
we might be justified in calling this a case of 
facial hemi-atrophy, following the Caldwell-Luc 
operation. 


I have had the opportunity to examine this pa- 
tient within the past month. She has gained 
considerably in weight and the appearance of the 
face is somewhat improved. 


After this paper was written, I received a letter 
from R. C. Grove, of New York City, describing 
a case as follows: 


“The patient had a right Caldwell-Luc operation un- 
der ether anesthesia. When the drapes were removed it 
was noticed immediately that he had a marked exoph- 
thalmos and a rotation of the right eye inward. There 
was no ecchymosis until the next day. He had no pain 
in the eye later and no fever. Of course, he had di- 
Plopia. With cold compresses the exophthalmos disap- 
peared in about five days. His diplopia continued and 
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the ophthalmologist, Dr. J. W. White (a very prominent 
muscle man), gave his diagnosis of paralysis of the right 
external rectus and right inferior oblique muscles. This 
combination apparently is very rare, as I have been un- 
able to find a similar case in the literature or text- 
books. 

“At the time of operation, I was not aware of breaking 
through the roof of the antrum and getting into the orbit. 
I never saw any orbital fat and my explanation at the 
time was a simple hematoma, possibly from a fracture 
or dehiscence of the roof of the antrum, but consider- 
ing the fact that the paralysis was immediate and has 
remained permanent for the past two and a half years, 
I am inclined to think there must have been some actual 
trauma. 


“The patient’s Wassermann and all other special ex- 
aminations were negative.” 


ATHETOSIS: SURGICAL TREATMENT* 


PRELIMINARY REPORT OF FOUR CASES, THREE UNI- 
LATERAL AND ONE BILATERAL 


By M. Kreme, M.D. 
St. Louis, Missouri 


Since the work of Fulton and his co-workers 
on forced grasping and groping in relation to 
the syndrome of the premotor area in 1934, in 
which he definitely found that trained animals 
suffered impairment of the capacity to execute 
delicate maneuvers after the removal of the pre- 
motor area, and since the work of Wilson, Brod- 
mann, Bucy and others, I have been quite con- 
vinced that the application of this experimental 
and clinical work for the treatment of athetosis, 
both unilateral and bilateral, would result in fa- 
vorable and marked improvement in patients 
suffering from this disease. I have been tremen- 
dously interested in carrying out this work on 
four patients. Time will not permit going into 
detail at this presentation, all of which will ap- 
pear in full in the published article, but I do 
want to present four cases in which the removal 
of the premotor cortex has been done, a short 
resumé of the history and clinical findings, and 
to show a moving picture demonstrating the 
condition of the patient before and after opera- 
tion. Physiology and experimental work is too 
voluminous to discuss, except just to mention. 


Case 1—M. J., aged 21, came in with incoordinated 
convulsive movements of the right arm and right leg. 
This patient had a right hemiplegia at the age of 21 
months. At the age of 6, following a fall from a horse 
he began to have convulsive movements of the right 
side. This had persisted until the time of admission to 
the hospital on December 13, 1936. At the age of 18, 


*Read in Section on Neurology and Psychiatry, Southern Medi- 
cal Association, Thirty-First Annual Meeting, New Orleans, Lou- 
isiana, November 30--December 1-2-3, 1937. 
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the patient developed typhoid fever with some im- 
provement in the convulsive movements of the right 
side. Shortly thereafter, he became debilitated and went 
down hill. These convulsive movements have persisted 
for a period of fifteen years; barbiturates slowed up the 
convulsive movements, but never stopped them. Nar- 
cotics had no particular effect. While he was in the hos- 
pital, various types of therapy were tried to control these 
seizures. Neither drugs nor hyperthermia treatments had 
any effect. On February 17, 1937, the premotor cortex was 
removed on the left side. The same afternoon the pa- 
tient lay perfectly quiet in bed for the first time in 
fifteen years. He improved rapidly, and was discharged 
from the hospital on March 12, 1937. The picture that 
you will see was taken before the operation and three 
weeks after the operation. 


Case 2.—The next patient is a girl, aged 32, who was 
sent to me in 1932 with athetoid movements of the 
left arm and foot. When the patient was 5 years old 
she had an acute febrile disease which was diagnosed 
scarlet fever at that time. During the illness she de- 
veloped incoordinated convulsive movements of the 
left arm and left foot, which has persisted. On July 
10, 1933, a right-sided flap was turned down for the 
purpose of removing the premotor cortex, but I ran 
into a tremendous amount of arachnitis with cystic for- 
mation. I opened the cysts and removed a good deal of 
thickened arachnoid. Because of these findings, I de- 
cided not to remove the premotor cortex. The patient 
was discharged sixteen days later. There was very little 
improvement in the arm and leg. On August 10, 1937, 
the patient was readmitted to the hospital and on August 
12, 1937, a craniotomy was done, with the removal of 
the premotor cortex on the right side. Since that time 
the patient has improved markedly, can use her left arm, 
walks perfectly normally and is in excellent condition. 


Case 3.—The third patient is a boy, aged 22, in his 
third year in college. He was admitted to the hospital 
on November 3, 1937, with incoordinated convulsive 
movements of the right arm with some spread to the 
right leg, slight incoordination of the left arm with 
marked incoordination of the left leg. The patient is a 
left-handed individual. He appeared perfectly normal 
up to the age of 114 years, when he started developing 
these convulsive movements. He could not walk for 
three years, finally learned to walk with support. This 
condition persisted in spite of medication. On No- 
vember 4, 1937, a left frontal flap was turned down 
and the premotor cortex removed. The patient left the 
hospital on November 17, 1937, perfectly free of inco- 
ordinated convulsive movements of the right arm and 
leg. He has repeatedly asked that the other side be 
done, which will be done as soon as I return to St. 
Louis. 


Case 4.—The next case is a man, aged 40, a profes- 
sional hockey player and steeple jack. Four years ago, 
while playing hockey, he was upset on the ice, struck 
his left shoulder and the back of his head. He was 
hospitalized at that time for about four weeks, during 
which period he developed incoordinated movements 
of the left arm and leg. This has persisted and has 
gradually gotten worse; the condition is not controlled 
by drugs. He was admitted to the hospital on Novem- 
ber 23, 1937. On November 26, 1937, the premotor 
cortex on the right side was removed. Since then, the 
patient’s left side has been perfectly quiet, there is no 
loss of motor power, and he has improved tremen- 
dously. 
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SUMMARY 


These four cases of athetosis are presented: 
one is a bilateral athetosis, the other three are 
strictly hemiathetosis. In all instances large 
doses of barbiturates and narcotics had very lit- 
tle effect on the involuntary movements. In 
all cases, area six of the premotor cortex was 
removed with a portion of area four, giving 
gratifying results. No conclusions are drawn 
from this presentation except, of course, that 
the time that has elapsed between the operation 
and this presentation is not long enough to 
justify conclusions. It is fair to state, however, 
that these patients have been definitely bene- 
fited. 

No conclusions are drawn as to the nature 
or situation of the lesions responsible for the 
appearance of the abnormal activity of the para- 
pyramidal cyst of areas four and six, which 
give rise to the involuntary movements. 


TECHNIC FOR WIRING AORTIC 
ANEURYSMS* 


By Rawtey M. PENICcK, JR. 
New Orleans, Louisiana 

Although arterial aneurysms have been recog- 
nized and treated for several centuries, today we 
are often unable to give anything except the 
meagerest assistance to some of these patients. 
A better knowledge of collateral circulation and 
of methods designed to increase it, has in the 
past broadened the scope of attack. Partly for 
this reason, efficient surgical measures are avail- 
able for those aneurysms which occur in vessels 
not absolutely necessary to life or to the pres- 
ervation of the part. At present, no satisfactory 
method for ligating the aorta has been developed, 
a fact, of course, which influences tremendously 
any therapeutic measures directed at aneurysms 
of this vessel. Dr. Matas’ operation, endo- 
aneursymorrhaphy with arterioplasty, would pre- 
serve blood flow through the aorta, but, unfor- 
tunately, the magnitude and technical difficulties 
of such an operation make it entirely too hazard- 
ous for general use. Therefore, in most instances 


*Read in General Clinical Session, Southern Medical Association, 
Thirty-First Annual Meeting, New Orleans, Louisiana, November 
30--December 1-2-3, 1937. 

*From the Surgical Department of the Louisiana State University. 
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of this disease we have little to offer except pal- 
liative measures. 

In view of the prohibitive danger that attends 
operative obliterative tactics with aortic aneu- 
rysms, wiring remains the simplest and safest way 
to accomplish this desired result. Obliteration 
is obtained by introducing wire into the sac and 
in this way producing a massive clot which is 
reinforced by the foreign body. There is no 
shock, pain is usually relieved immediately and 
life is prolonged. It would seem, therefore, a 
procedure well worth using for its palliative ef- 
fects, even though the possibility of a cure in a 
small percentage of cases is discounted. 

Indications for wiring may be summarized as 
follows: it is only applicable to the sacculated 
variety. Depth of the lesion is no contraindica- 
tion to wiring. It should be pointed out that 
wiring has been done most frequently only after 
the aneurysm has attained a very large size, 
often having eroded the chest wall and produced 
a bulging mass externally. It seems probable 
that earlier wiring will produce better results, and 
I desire to advocate this procedure before the 
aneurysm has eroded the chest wall. As evidence 
that such an early attack is feasible, two of my 
own cases may be cited. In both, there was no 
external evidence of the aneurysm. When the 
aneurysm is situated at the point from which 
an essential vessel comes off, wiring is contra- 
indicated because there is danger that the artery 
opens from the sac; in this case clot formation 
will plug it, producing gangrene in the area sup- 
plied by the branch. Such occurrences have been 
reported. The vessel most often affected has 
been the superior mesenteric artery and the con- 
dition was, of course, followed by gangrene of 
the small intestine. 

Before speaking of technic I should like to dis- 
cuss briefly the rational wiring. Since this op- 
eration was introduced in 1864 by Moore many 
modifications have been made. One of the most 
important was the passage of an electric current 
through the inserted wire to increase clotting 
by electrolysis. This modification accomplishes 
too little to warrant its further use and can, I 
believe, be discarded. Another change was 
made by Colt, who used folded wires joined in 
such a manner that when in the sac the wires 
opened up somewhat like an umbrella frame. 
This would seem to be an excellent method, for 
it accomplishes one very desirable thing, namely: 
it eliminates the possibility of the wire’s extend- 
ing into the aorta and heart. In spite of this 
advantage, however, I prefer a continuous length 
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of wire, because I believe it is most important 
to obtain reinforcement of the clot, particularly 
while it is soft. It seems reasonable to believe 
that this object is best obtained by one piece of 
coiled wire. As I will describe later, the flu- 
oroscope has been used in my own cases to pre- 
vent migration of the wire into the heart. 

Almost every operator has used wire made of 
different metals. Apparently no attempts were 
made to discover which material caused the most 
clotting when introduced into the blood stream 
until Millar* did his work on experimental ani- 
mals. This investigator found a great difference 
in various metals, but zinc produced more clot 
than any other material tested. Therefore, zinc 
wire is the most desirable known for use in this 
work, 


The technic of the operation is as follows: 
morphine, .grains is all that is required for 
preoperative preparation except the necessary 
shaving. The patient is then placed on the 
fluoroscopic table and tluoroscoped to determine 
the position in which the aneurysm can best be 
seen. He is then fixed in this position with sand 
bags. After the skin has been prepared and 
draped, a narrow tract is anesthetized with novo- 
procaine hydrochloride down to the sac wall. A 
large lumbar puncture needle is then inserted at 
this point and pushed inward until its point lies 
inside the aneurysm. When the needle enters 
the sac there is usually some bleeding from its 
lumen; in most instances it emerges in weak 
spurts. However, if there is already some clot 
present, bleeding may be very slow. The flu- 
oroscope is a distinct aic in locating the needle 
point and removing all doubt as to its position. 
With the needle in place the wire is pushed 
through the lumen into the sac until about 18 
inches have entered. The fluoroscope is now 
resorted to in order to determine the exact posi- 
tion of the wire. If coils are forming in the sac 
about two additional feet are inserted and its 
position again checked with the fluoroscope. 
The process is continued, putting in two feet at a 
time, until about 10 feet of wire is inside. The 
needle is now withdrawn and the wire cut close 
to the skin in such a manner that when the skin 
rebounds the end will lie subcutaneously. A 
small dressing is applied and x-rays are taken 
immediately. The only postoperative precaution 
consists in bed rest for a few days. 

The only pain associated with the procedure is 
that of introducing the needle. Very little bleed- 


*Millar, W. M.: Proc. Soc. Exp. Biol. & Med., 28:193, 1930-31. 
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ing takes place if the wire or stylette is used to 
prevent it. One assistant scrubs up with the 
operator to handle the wire. It is not necessary 
for the fluoroscopist to touch anything in the 
sterile field. He merely puts his screen over it 
at a previously adjusted height while observing. 
When finished he then replaces his dark gog- 
gles, turns on the lights and removes the screen 
to enable the operator to proceed. In this way, 
by following the progress of the wire as it is put 
in, the danger of its extending beyond the limits 
of the sac is minimized. It is not always easy 
to follow individual loops of wire with the flu- 
oroscope, but in most instances they can be 
visualized readily. 

At present, it is not my intention to discuss 
the results obtained by this treatment. It is true, 
however, that no deaths have occurred in my 
series sooner than two months after operation,and 
in this case the patient bad been discharged and 
had returned to work. Death was due to pneu- 
monia. In no instance has the patient failed to 
be benefited. One of the most remarkable re- 
sults is the prompt disappearance of pain. Pul- 
sation ceases and the patient is often able to re- 
sume some degree of activity. 

In every case we have felt that wiring has def- 
initely prolonged life. 


SUBACROMIAL BURSITIS* 


By Joseru D. Cottins, M.D., F.A.C.S.7 
Norfolk, Virginia 


We are indebted to Codman! for the first de- 
scription of subacromial bursitis as a separate 
clinical entity. His original paper, published in 
1906, described an affection of the shoulder, to 
which he gave the name subacromial or subdel- 
toid bursitis. Since that time he has published 
numerous other articles on this subject and many 
other authors have contributed to its literature.” ® 

We as railroad surgeons are particularly in- 
terested in this condition. While according to 
various writers it may be due to allergic, toxic 
or infectious causes, the most common etiologic 
factor is trauma. Except in infections of a tu- 
berculous nature, trauma is always the primary 
cause, infection being secondary. This trauma 
may be occupational and seen in such individuals 


*Read in Section on Railway Surgery, Southern Medical Associa- 
tion, Thirty-First Annual Meeting, New Orleans, Louisiana, No- 
vember 30--December 1-2-3, 1937. 

tChief Surgeon, Seaboard Air Line Railway. 
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as typists, machine operators and others who 
work with their hands. In these instances the 
simple trauma of daily use paralleling the aseptic 
process of repair simulates secondary infection 
both as to pathology and symptoms. There are 
also numerous instances where a single trauma 
may be the primary cause. A fall upon the 
shoulder or a violent tugging or pulling on a 
jammed door or lever is a familiar example. 


The subacromial is one of the largest bursae 
in the body. It is a closed sac separating a mov- 
able muscle or tendon from frictional contact 
with underlying bone. In the adult it is as large 
as the palm of the hand of the individual in 
whom it is located. Above, it is attached to the 
under surface of the acromion process and the 
coraco-acromial ligament. It is then reflected 
onto the joint capsule. Below, it is adherent to 
the inner surface of the deltoid, extending fully 
14 inches distal to the greater tuberosity. An- 
teriorly it includes almost half of the circumfer- 
ence of the humerus and is attached by its under 
surface to the bone, joint capsule, biceps sheath 
and the tendons of the subscapularis and the spi- 
nati muscles. Histologically it is similar to a 
tendon sheath and the synovial membrane of a 
joint. It is injured in the same manner, under- 
goes the same reparative process and becomes the 
seat of metastatic infection for the same reason. 

There is a great diversity of opinion as to the 
pathology of this disease. Some authors believe 
that the bursa is not affected, but rather that 
the disease is due to a lesion of the supraspinatus 
beneath the bursa. The usual findings, however, 
are inflammation of the bursa with or without 
swelling. There may be calcareous deposits be- 
neath the bursa, laceration of the spinati ten- 
dons, with swelling, hemorrhage, granulation tis- 
sue and necrosis of the tendons. These calca- 
reous deposits, when present, cast shadows on the 
x-ray plate and thus become an important factor 
in the differential diagnosis. Brickner, in his 
study of over one hundred cases, found these de- 
posits in nineteen. These deposits, according to 
Carnett,® ® result from 
“repeated occupational traumata which excite an inflam- 
mation in the tendon with consequent disturbance of 
blood supply and necrosis of tendon tissue which may 
—— by the deposit of calcium and other mineral 
Salts. 

Sometimes the too long and absolute rest dur- 
ing the stage of repair permits the organization 
of plastic exudate and adhesions which are diffi- 
cult to distinguish from secondary infections both 
symptomatically and pathologically. Most cases 
are seen in individuals past middle life. The 
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right shoulder is more often involved. The trauma 
usually antedates the appearance of symptoms by 
about three or four weeks. Codman divides this 
disease into three stages: acute, subacute and 
chronic. There is probably no sharp line of de- 
marcation between subacute and chronic stages. 
They may appear to merge into one another. 


Symptoms.—The symptoms of subacromial 
bursitis are very variable. Its onset may be in- 
sidious, but it is more often abrupt. In acute 
cases the pain may be excruciating, requiring 
morphine in large doses to control. It may ex- 
tend from the neck to the tip of the fingers or 
from the shoulder to the elbow. The severest 
pain is usually felt at the insertion of the del- 
toid or lower deltoid region. It is seldom located 
over the region of the bursa. The pain is similar 
to an extensive brachial neuralgia, and this diag- 
nosis is frequently made and tonsils and teeth are 
removed without relief. Pain is usually worse at 
night and even in the mildest cases the patient 
is unable to lie on the affected shoulder. Sharply 
localized tenderness can be elicited just below 
the acromion process, somewhere between the les- 
ser tuberosity and the outer aspect of the head 
of the humerus. This tender area corresponds 
with the location of the deposit when present. 
There is limitation of motion in varying degrees. 
Posterior and external movements of the arm 
are greatly restricted. Subacute and chronic 
cases may begin without an acute attack. They 
resemble acute cases, but are much milder in 
severity. Pain may be experienced when the arm 
is carried through certain motions, especially ab- 
duction. Raising the arm outward and upward 
from the site gives no pain in the beginning, but 
the patient suffers severe pain while the arm is 
passing through that portion of the arc from 
75 to 90 degrees, and is again not painful in pass- 
ing from the 90 to the 180 degree arc. Likewise 
pain is felt when the arm is brought through the 
arc down again to the side of the chest. Carnett 
says: 


“At the 75 to 90 degree angle the sensitive lesion, 
whether in bursa or tendon, is compressed between the 
tuberosity of the humerus and the acromion. Above the 
90 degree angle the lesion has passed under the clavicle 
and is free from pressure.” 


Chronic cases frequently have acute exacerba- 


tions and present all the symptoms of the acute 
cases. 


Differential Diagnosis—The condition most 
frequently mistaken is arthritis of the shoulder 
joint. Arthritis of the shoulder joint is rela- 
tively rare and is seldom seen except in connec- 
tion with an extensive arthritic process involving 
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all or nearly all of the joints of the body. Myo- 
sitis, dislocation of the acromio-clavicular 
joint, tuberculosis, syphilis, metastatic carcinoma 
and osteomyelitis have to be considered in mak- 
ing a diagnosis. These cases are frequently in- 
correctly diagnosed as “neuritis,” which is a 
term often used in connection with any painful 
disturbance that cannot be otherwise explained. 
In true neuritis affecting the shoulder region, 
additional neurological findings can be elicited, 
such as tender nerve trunks, muscle atrophy and 
weakness, variation in the upper extremity re- 
flexes and sensory and vasomotor changes. On 
the other hand, a diagnosis of subacromial bur- 
Sitis is quite often loosely made and, like the 
diagnosis of sciatica and sacro-iliac strain, some- 
times provides the diagnostic investigator with 
an easy exit from an obscure dilemma. 

Treatment.—The treatment of these patients 
is of vital interest to us as railroad surgeons, for 
we have to get them back to work on their jobs. 
There are almost as many different methods of 
treatment as there are patients suffering with 
painful bursae. A great many cases will recover 
spontaneously with no treatment at all, even 
after months of disability. 


The acutely fulminating case often requires 
morphine in large doses to control the severe 
pain. The continuous local application of heat 
or cold, together with absolute rest, will in some 
cases suffice to afford relief. 


If conservative treatment fails, operative meas- 
ures may have to be employed. That most fre- 
quently employed is exploration of the bursa and 
drainage of the calcified material. The relief fol- 
lowing this procedure is sometimes dramatic. An 
incision is made over the great trochanter, the 
fibers of the deltoid are separated down to the 
roof of the bursa, which is opened between two 
forceps. The incision in the roof of the bursa is 
enlarged until the floor is visible on rotating the 
arm in its various positions. If calcified mate- 
rial is present it can be seen through the floor 
of the bursa and may be recognized as a deeply 
red circular zone in the center of which is a 
whitish mount. When this is cut with the point 
of a knife the paste-like calcified material ex- 
udes. Through the exposed field all of the ten- 
don insertions are closely examined for similar 
deposits, for even with good x-ray technic other 
calcified deposits are sometimes missed due to 
overlapping bone shadows. After all the calcified 
material has been removed by gentle curettage 
a finger is swept around the bursal sac to break 
up all adhesions. A portion of the roof of the 
bursa is then excised and the separated muscles 
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are closed with several interrupted sutures, fol- 
lowed by closure of the skin wound without 
drainage. The patient is returned to bed and 
usually within forty-eight hours is encouraged to 
move the arm within the limits of comfort. In- 
tensive heat is applied to the shoulder in the 
form of hot fomentations and infra red light. 
The muscles above and below the joint of the 
shoulder should be massaged. ‘These patients 
should be allowed out of bed on the third post- 
operative day and continue with exercises, swing- 
ing the arm backwards and forward and laterally. 
In most cases full function may be restored 
within three or four weeks. 


Where the supraspinatus tendon is found to be 
ruptured, operative repair is indicated. The ten- 
don should be sutured with heavy silk or fascia 
lata strips. The patient is kept in bed for three 
weeks with arm placed in suspension, abduction 
and moderate external rotation. Active muscle 
exercise and massage are begun on the fourth 
day and continued for two or three months. 


The injection of a solution of procaine hydro- 
chloride into the bursa is another method of 
treatment that has been used with good results 
in some cases. Twenty c. c. of a 2 per cent 
solution is introduced directly into the bursa and 


also into the capsule of the shoulder joint. This 
will relieve the pain, but it does not remove the 


calcified deposit if there be one. This injection 
should be followed by intensive heat and exer- 
cise. 

Another useful procedure is the injection of the 
bursal sac with a normal saline solution after 
local anesthesia with procaine hydrochloride. 
This usually affords prompt relief of all the acute 
symptoms. Five hundred c. c. or more are in- 
jected, the idea being to distend and rupture the 
sac and tightly distend the adjacent structures, 
this producing a temporary pressure anesthesia 
as dentists sometimes do. Exercises which for- 
merly were painful may, after injection, be car- 
ried out without discomfort. 

All types of physiotherapy have been used in 
the treatment of bursitis. These include dia- 
thermy, ultraviolet and other forms of heat ther- 
apy. Roentgen irradiation is now attracting con- 
siderable attention as a therapeutic agent. In 
1936, Lattman,!° of Washington, District of Co- 
lumbia, reported twenty cases treated by this 
method with excellent results. In the chronic 
cases physiotherapy and exercises are giving sat- 
isfactory results. Occasionally the severe type in 


SOUTHERN MEDICAL JOURNAL 


October 1938 


this group will require procaine injection or the 
distention of the bursa with saline solution. All 
foci of infection should be cleared up, as their 
presence frequently is responsible for the second- 
ary infection. These secondary infections resist 
all forms of treatment until the foci are elimi- 
nated. In a small number of cases all forms of 
treatment are unsatisfactory and these patients 
present a real problem jo the railroad surgeon. 


The neurotic element cannot be overlooked, for 
a liberal settlement will often bring about a 
speedy recovery. 


REFERENCES 


. Codman, E. A.: On Stiff —_ one Shoulder. 
& Surg. Jour., 154:613, 19 

. Codman, E. A.: Bursitis Subsesomialis, or Periarthritis of the 
Shoulder Joint (Subdeltoid Arthritis). Boston Med. & Surg. 
Jour., 159:533, 1908, 

- Codman, E. A.: Abduction of the Shoulder: An Interesting 
Observation in Connection with Subacromial Bursitis and 
Rupture of the Tendon of the Supraspinatus. Boston Med. 
& Surg. Jour., 166:890, 1912. 

. Clayton, Chas. F., Jr.: So-called Subacromial Bursitis. Jour. 
Tenn. State Med. Assn, (March) 1937. 

. Haggard, G. E.; and Allen, H. A.: Painful Shoulder. Surg. 
Clinics of North America, 15: 1537, 1935. 

. Titus, Norman E,: Electrical Treatment of ——— Bur- 
sitis. Amer. Jour. Surg., 6: (New Series), 318, 

. Deering, Geo. E.: Physical Therapeutic Treatment z "Sub. 
acromial Bursitis. Physical Therapeutics, 48:362, 1930. 

. Carnett, J. B.: The Calcareous Deposits of So-called Calcify- 
ing Subacromial Bursitis. Surg., Gynec. & Obst., 41:399 
1925. 

. Carnett, J. B.; and Case, A.: A Clinical and Pathological 
Discussion of So-called paeminae Bursitis. Surg. Clinics 
of North America, 9:1107, 1921. 

. Lattman, Isadore: Treatment of Subacromial Bursitis by 
Roentgen Irradiation. Roentgenology, 36:55, 
1936 


Boston Med. 


Amer. Jour. 


DISCUSSION (Abstract) 

Dr. Edward T. Newell. Chattanooga, Tenn.—Sub- 
acromial bursitis is more common than one ordinarily 
considers it to be. It is produced in many and vari- 
ous ways. There are varying degrees of bursitis, some 
very painful and disfiguring; others are painful only 
when the arm is held in a definite position. Gross 
trauma is one of the sole causes of this condition. Mild 
repeated traumata, as from occupational postures, are fre- 
quent causes. Quite frequently surgeons are affected 
with subacromial bursitis. 

The diagnosis is readily made: Localized pain and 
fingerpoint tenderness below and in front of the acro- 
mion with severe pain which invariably develops when 
the upper arm is held in a definite position. 


The treatment consists of (1) removal of the causes 
which produce the condition; (2) medicinal; (3) local 
heat, especially short wave treatment; and (4) surgery 
when successful is one of the surest methods of com- 
plete and permanent relief, but the operation is not 
without danger. It is often quite difficult and does 
not always give the results that are desired. Surgery 
should not be attempted until other simpler methods 
have been tried. 
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DUST 


ITS EFFECT ON MAN FROM A MEDICAL STANDPOINT 
WITH SPECIAL REFERENCE TO THE 
DUST BOWL 


By Jounny A. Buus, A.B., M.D.* 
Guymon, Oklahoma 


INTRODUCTION 


Dust has become the common subject of dis- 
cussion in the past five years in the Southwestern 
states because the so-called “black dusters” have 
not been wholly confined to the so-called dust 
bowl, but have extended in many instances from 
midwestern Canada to the Gulf of Mexico and 
eastward to the Atlantic seaboard. 

Because of this wide distribution, articles in 
the lay press have been good reading matter 
to the people in general. Numerous articles 
have appeared in leading magazines and newspa- 
pers about the dust bowl and its inhabitants, 
with exaggerated statements in regard to the 
desolate appearance of the country, the utter 
lack of progress, that it is an area devoid of 
life, both animal and vegetable. Terms widely 
used are “dust pneumonia” and “dust on the in- 
testines.”” It is said there is a lack of children, 
that there are children six years old who have 
never seen rain or green grass and vegetation, it 
is called “the land where our children die,” the 
wholesale death of wild animals and bird life 
following a “black duster” is described, wholesale 
migration of the inhabitants and the complete 
destruction of farm lands. The accounts are ex- 
aggerated, unfounded and unjust. As a matter 
of fact, there has been only a small decrease in 
the population in the past two years and the 
inhabitants of the so-called dust bowl are on 
the whole far above the average in education 
and industry as compared with other inhabitants 
of rural areas in Oklahoma; dust is probably dis- 
cussed more widely outside the dust bowl than 
by those who live in it. 


While there are numerous writings on this sub- 
ject by laymen and agriculturists, very little 
work has been done scientifically by the medical 
profession on the dust bowl and few articles 
have appeared in print as to the ravages of dust 
on the anatomy of the dust bowl inhabitants. 


*Read in Section on Public Health, Southern Medical Association, 
Thirty-First Annual Meeting, New Orleans, Louisiana, November 
30--December 1-2-3, 1937. 

7Director of Panhandle District, Oklahoma State Health De- 
partment. 
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Now that the mass hysteria has been shunted 
into oblivion, let us delve into the subject of 
dust from a medical standpoint and determine 
its effects both physically and mentally, imme- 
diate and lasting. 


A DISCUSSION OF DUST IN GENERAL 


Dust has been discussed by medical men since 
the time of the Ancient Greeks. In recent years, 
much work has been done on industrial dusts and 
their relation to the cause of silicosis. The lit- 
erature on this subject, to say the least, has be- 
come voluminous due to the medicolegal aspect 
of the subject and to the large amount of money 
involved in suits for compensation for alleged 
disability in industry. The industrial phase has 
placed dust in general in the background as a 
public health menace. 


The consensus of opinion, however, heretofore 
among medical men has been that atmospheric 
dust, yeast, molds and bacteria in the air have 
little or no pathogenic importance and the spread 
of disease by any of these is very unlikely. 

Some investigators, however, have found path- 
ologic conditions produced by the above sub- 
stances. Earl G. Brown! et alii, in southwestern 
Kansas, found that dust produced an irritation 
to the respiratory tract. M. G. Seelig and E. L. 
Benegnus,” of the Barnird Free Skin and Cancer 
Hospital, St. Louis, in a report to the American 
Journal of Cancer, intimated that tar and soot 
invading the structures of the lungs may produce 
cancer. Campbell® produced cancer of the skin 
and lungs in mice and rats by exposing them to 
dust obtained from tar roads. Sol Pencus and 
Arthur Stern, with the Department of Health 
of New York City, found by repeated analysis 
of dust in school rooms, theaters, subways and 
streets that dust in these locations was high in 
Streptococcus hemolyticus and other micro-or- 
ganisms whose normal habitat is the nasopharynx 
of man. However, concentrations of population 
like those in New York City make an entirely 
different picture from that of the broad, sparsely 
settled plains of the Dust Bowl. There are no 
pathogenic organisms in the dust in this area.* 

Wright H. Langham and Richard L. Foster® 
found that the average wind velocity during dust 
storms at Goodwell, Oklahoma, was 23.1 miles 
per hour, that they occurred from the southwest 
and northwest, that the average length of the 
storms was ten hours, with an average of 0.0368 
grams of dust per cubic foot of air, with visibility 
ranging from zero upward. Their figures also 
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WHERE DUST STORMS ORIGINATE 


Original so-called ‘‘dust bowl’ 


South plains short grass area which ‘‘dust bowl’’ is threatening to engulf 


Other areas of moderate wind erosion where severe dust storms have been reported 


Other areas of severe wind erosion 


Areas where dust is reported to have traveled from ‘‘black dusters’ 


show that in 1933 there was a total of 70 dust 
storms tabulated at the same place, 22 in 1934 
(there was a 3-inch rain in the spring), 53 in 
1935, 73 in 1936 and in 1937 up to July 1, there 
were 102 dust storms recorded. They also 
showed, by taking dust which had been deposited 
in buildings which had not been inhabited in the 
past five years, that the silica content of the dust 
deposited was increasing from 72 per cent in 1932 
to 75 per cent free silica (SiOz) in 1937 and 
that the organic matter was decreasing. 

So with dust storms increasing in the so-called 
Dust Bowl area, and with this area increasing 
in size, because Canada is experiencing drouth 
and severe dust, as are most of the short grass 
states as the Dakotas, Montana and Wyoming 
as well as the five original states in the Dust 
Bowl area, namely, Oklahoma, Kansas, Texas, 
Colorado and New Mexico, to say that this con- 
dition is becoming acute is to place it mildly. 


If no pathogenic organisms are borne by the 
dust, but evidence points to its irritating effects 
on mucous membranes, with the silica content 
increasing as well as the size of the particles 
decreasing, as shown by comparison of micro- 
photographs of dust collected by Brown of Kan- 
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sas and Langham and Foster 
at Goodwell, Oklahoma, and 
often the number of storms in- 
creasing as well, what will be 
the ultimate outcome of this 
on human organisms? 

It is stated by some authori- 
ties that man breathes, on an 
average, approximately 25 
pounds of air daily. Nelson’s 
“Loose Leaf Living Medi- 
cine’ says that a normal in- 
dividual inhales 30.5 cubic 
inches of air at each breath 
and breathes 17 times per min- 
ute. Then with an average of 
0.0368 grams of dust per cubic 
foot of air over a period of ten 
hours (the average duration 
of the dust storms) the strain- 
ing apparatus of the respira- 
tory system is confronted with 
a very large task. From above 
figures it can be computed 
that an individual breathes 
6.6240 grams of dust during 
an average dust storm. 


With the large amount of 
dust-laden air depositing tons of dirt in some 
instances on one acre of land during one 


storm, penetrating into all dwellings and 
business establishments, subjecting housewives 
to constant dusting and cleaning, and with 
very few of the population taking any pro- 
tective precautions, such as wearing dust 
masks, is the protective mechanism which nature 
conveniently equipped us with, namely, the vi- 
brissa at the opening of the nares, the tortuous 
canal formed by the turbinates of the nose, the 
upward and backward projection of the epiglot- 
tis, the cilia lining the respiratory canal, the 
mucous membrane of the respiratory canal and 
the phagocytes, capable of straining out these 
foreign particles and allowing only clean air to 
reach the air cells? 

A. J. Lanza’ says that silicosis occurs only as 
an occupational disease and that its severity 
can be estimated by weighing three factors, name- 
ly, the free silica in dust as high as 80-90-95 per 
cent, the quantity of dust and the constant ex- 
posure to it. Brown, of Kansas, showed that 
the silica content of the dust in the dust bowl 
was approximately 80 per cent and Langham and 
Foster showed that the silica content of dust was 


1102 
- 
ll 
\ 


Vol. 31 No. 10 


increasing each year. Gardner says that the clas- 
sical form of silicosis develops in 5-10 years and 
progresses steadily. Osler’s “Principles and 
Practice of Medicine’’’ says that one may develop 
silicosis in from two to six years of exposure to 
the breathing of dust high in silica content. 
Meriwether® says that silicosis can develop in un- 
favorable conditions in two or three years. Se- 
vere dust storms have been raging in the Pan- 
handle for five years. 

It seems to be the concensus of opinion of 
authorities on silicosis that silica high in quartz 
content is the most damaging. However, there 
are other theories such as the sericite theory of 
Jones of England. 

The particle size is said by many to range from 
0.5 to 5 microns in diameter and to be always 
less than 10 microns. Cooke? says, however, that 
the size of the particle is important probably on 
account of the effect of size on solubility. He 
also says that the size of the alveoli of the lungs 
is on an average 250 microns in diameter and 
that there is no reason why particles as large as 
20-100 microns in length should not enter them, 
and he says that they do, as shown in coal miners 
and asbestos workers. Brown showed by mieasur- 
ing that the dust particles collected in Kansas 
in 1935 were on the average about 83 microns. 
However, Foster and Langham at Goodwell, 
Oklahoma, in 1937, showed them to be much 
smaller and well below the danger size of 10 
microns. 

The Public Health Service has estimated that 
35 per cent quartz in less than ten million par- 
ticles of dust per cubic foot of air is safe over 
a long period of time, but that exposure to a 
similar condition with a suspension of over twenty 
million particles per cubic foot will prove detri- 
mental with 85-90 per cent quartz. Six to eight 
million particles per millign is hazardous. It 
was emphasized in the silicosis symposium at 
Saranac Lake, New York, that determination of 
dust concentration in any given industry does 
not afford an acurate means of evaluating its 
dust hazard, which actually depends on repeated 
routine medical examinations of employes. How- 
ever, the fact that the dust in this area is much 
higher in concentration, since it reduces visi- 
bility to zero at times and has an average particle 
suspension of 0.0368 grams per cubic foot of 
air, lasts for an average period of ten hours, and 
that dust storms happen frequently in the late 
winter and spring months, certainly would seem 
to predispose to the condition. 
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Zimmerman says, 


“No human being knows what per cent of silica in 
dust will give silicosis. It has been known to develop 
from dusty air having as low as three per cent silica 
content. No person knows, either, what quantity of 
any dust in the air is likely to be dangerous.” 

McNally says that any inorganic dust can 
produce pathologic changes if the exposure is 
sufficiently long, that the harmful effects vary 
according to the character and amount of dust 
inhaled and the susceptibility of the individual. 
Harrington says that any or all dusts may be 
injurious to health, that the principle factor in 
dust disease is the quantity breathed in, and 
that the main cause for damage is physical rather 
than chemical. Nelson’s “Loose Leaf Living 
Medicine” says that dust injuries vary with the 
type of dust, and that they always lead, finally, 
to fibrosis. Meriwether says that other dusts 
will produce fibrosis of the lungs but fibrosis 
produced by those dusts usually can be dis- 
tinguished from that produced by dust high in 
free silica. 


RESULTS OF EXAMINATIONS OF FIFTY-SIX PICKED 
SUBJECTS 


Symptoms.—The following tabulations are the 
findings from a thorough history and physical 
examination of a group of fifty-six picked sub- 
jects over a widely separated district of this 
area who had an average residency of twenty 
years. 

Practically one hundred per cent of these pa- 
tients say that the dust storms caused a type 
of mental depression and worry ranging from 
mild to very marked severity. Fourteen per cent 
of them had experienced no symptoms during 
the dusty season. Twenty-five per cent had a 
pathologic condition other than that produced 
by dust but voiced an opinion that dust was ex- 
aggerating the condition. Nine per cent had or- 
ganic diseases, the symptoms of which were at- 
tributed to dust. Sixty-two per cent experienced 
a tightness of the chest during the severe storms. 
Eighty per cent experienced coughing during 
and for a day or two, following the storms, 
many giving a history of spitting up material 
tinged with dust or even resembling mud balls. 
Thirty-five per cent of 80 per cent experi- 
enced a dry hacking, irritating cough and 
45 per cent experienced a productive cough. 
Fourteen per cent gave a history of coughing 
up a blood-tinged mucus during some of the 
storms, or after working on a tractor in the 
field or on road construction in the dust. Only 
five individuals gave a history of experiencing a 
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chill and fever immediately following long ex- 
posure to considerable dust. (It is said to be a 
common thing for workers in cotton gins, eleva- 
tors, and so on, to have “dust chills”). Sixty- 
nine per cent experienced rather marked, some 
transitory, irritation of the throat during and 
following the storms. Sixty-six per cent experi- 
enced a dry slight irritation of the nose. Forty- 
nine per cent gave a history of having rather 
marked hard dry scaly crusts in the nose, and 
many said that they used nasal sprays and nasal 
lubrications daily. Twenty-three per cent gave 
a history of nosebleedings from a dry cracked 
nasal mucous membrane. Sixteen per cent said 
that their symptoms had decreased in the pre- 
vious year; 55 per cent that their symptoms had 
increased during the same period. The remain- 
der gave a history of no change in symptoms. 
Sixty-eight per cent had a history of being shorter 
of breath than they were before the dust began 
to blow, and many said that this shortness of 
breath was exaggerated considerably by dust 
storms. Thirty-two per cent had no history of 
shortness of breath. Only 12.6 per cent had a 
history of tuberculosis in the family or contact 
with tuberculosis. 


FINDINGS ON PHYSICAL EXAMINATION 


The following tabulation shows the findings 
on the physical examinations of the picked group 
of 56. Many of these persons had just come in 
from jobs where it was dusty, that is, from field 
and road work. This group showed more signs 
of mucous membrane irritation than those whose 
occupation kept them inside, because at the 
time of these examinations, the severe dusty sea- 
son had ended and thus many of them were not 
subjected to the immediate irritation of the dust. 
However, the history table brings out clearly this 
effect. 


Fifty per cent showed signs of irritation to 
the conjunctiva of the eyes. In 53 per cent there 
was demonstrated a dry mucous membrane of 
the nose with some blanching. In 41 per cent 
of those examined there was a dry, hard crust 
covering the mucous membrane of the nose. 
Ninety-one per cent showed signs of chronically 
irritated throat, ranging from a dull red to an 
angry, fiery red, in some cases coated with a 
yellowish mucus. In 1.7 per cent of the indi- 
viduals, the mucous membrane of the nose was 
injected. There was probably no increase above 
the normal in deformities of the nose such as 
deviated septums or spurs. 


The physical examination of the chest both as 
to auscultation and percussion, save for an oc- 
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casional coarse rale and some harshness of breath 
sounds, was essentially negative except in 19.8 
per cent of the cases. In these, pulmonary dis- 
ease was detected by auscultation and percus- 
sion, which produced rales, or harsh and abnormal 
breath sounds. 

The majority of these individuals were men 
who appeared robust, muscular and in fairly 
good health. 

Chest expansion averaged 1.35 inches meas- 
ured from normal to expanded and not from 
complete expiration to complete inspiration. 

These adults showed no enlargement of the 
tonsils. However, in examining the school chil- 
dren of this district, there seemed to be an in- 
crease over the normal hypertrophied, badly in- 
fected tonsils. Irritated mucous membranes of 
the eyes and nose also were observed in the ex- 
amination of school children, with the throat 
findings very marked in many cases, with a very 
large number giving a history of otitis media in 
the preceding few years. History and physical 
findings of sinus infections were numerous as 
well as the history of frequent prolonged colds. 


THE MENTAL EFFECTS OF THE DUST 


There is no doubt that a mental condition ex- 
isted in the Dust Bowl during 1935 which bor- 
dered on mass hysteria. Not only was this the 
case with the layman, who probably attributed 
every symptom he experienced to the dust, but 
with some of the medical profession as well, be- 
cause at this time the term “dust pneumonia” 
was born and used widely, both by laymen, the 
press and physicians. That no such condition 
exists can be stated definitely because if such an 
acute disease were produced by dust in itself, 
practically all of us who reside here would have 
become afflicted with it. As a matter of fact, 
in 1937 up until July 1, there were recorded 102 
dust storms, yet there was less pneumonia this 
year than in years past and less in this area 
than in the areas in Oklahoma that experienced 
no dust. However, this mass hysteria has blown 
over, so to speak, and the term “dust pneumonia” 
is recognized by very few persons now. 

The severe dusty season has a depressing et- 
fect mentally. The dust is an ill omen to the 
inhabitants here, which signifies loss of crops, de 
creased business, unfavorable living conditions, 
social life and recreation. Both physical and 
mental functions are retarded by it. 

It is said by many authorities that approxi- 
mately 70 per cent of persons always border on 
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the neurotic. Naturally, with conditions here as 
they are, neuroses are exaggerated. 


DUST AND ALLERGY 


Individuals who are sensitive to dust pass 
through a very stormy course in this area dur- 
ing the dusty seasons. Hay fever is prevalent 
and considerably exaggerated in its severity. The 
Russian thistle, ragweed and several of the other 
pollen-producing weeds abound in this area. The 
constant irritation of the mucous membranes of 
the eyes, nose and throat produced by the dust 
gives a fertile field for these pollens to be ab- 
sorbed; hay fever seems to be on the increase 
here and so are sinus infections. 


No attempt was made to ascertain the number 
of migraine sufferers or of other allergic condi- 
tions except that in physical examinations of 
picked subjects and school children the skin was 
fairly well checked. In only a very few cases 
were there any signs or history of a skin irrita- 
tion due to dust. An individual from the picked 
group said that the dust from the northwest had 
an irritating effect on his skin and mucous mem- 
brane, like lye. Many individuals here have a 
hard, dry ichthyotic skin that is chapped, but 
this is probably due to the dry, windy, cold cli- 
mate rather than to sensitiveness. 


COMPARISON OF VITAL STATISTICS 


The vital statistics from Kansas in 1935 
showed a marked increase in the death rate from 
acute respiratory infections in the dust bowl 
as compared with the State as a whole, also 
in the infant mortality rate from the same area 
in comparison with the rest of the State, along 
with a marked increase in upper respiratory in- 
fections and communicable diseases. Brown 
has compared the figures for 1935 with figures 
in previous years. 

In the Oklahoma Panhandle health district no 
communicable disease reached epidemic stage in 
1936 or 1937. Influenza and pneumonia inci- 
dence and deaths from this locality were lower 
than in the majority of the other parts of the 
State, although there have been more dust 
storms, more severe in time and duration, than 
in previous years as shown by the report from 
the Oklahoma Panhandle A. and M. College. 
This seems to indicate that dust, in itself, is not 
a predisposing factor to pneumonia. 

Oklahoma vital statistics reveal that the death 
rate in the Oklahoma dust bowl is lower than 
that of the State as a whole. The infant mor- 
tality rate is a little above the average of the 
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State and the birth rate is a little below the aver- 
age for the State as a whole. 


X-RAY FINDINGS 


X-ray films of the chest in fifty-six picked 
subjects all showed increased hilar shadows and 
broad lines toward the root of the lungs. The 
heavy radiating lines toward the base and toward 
the periphery of the chest were definitely in- 
creased as compared with normal individuals. 
This appearance, we feel, is due to a generalized 
fibrosis which is taking place in all of these indi- 
viduals. In a few, this almost amounted to mot- 
tling toward the base of the lungs and extended 
as high as the fifth rib, somewhat resembling a 
snow storm. This appearance, we feel, is due 
to some infiltration which is associated with the 
generalized fibrosis. 

These linear markings and increased hilar den- 
sity ranged from mild to fairly well marked, with 
no paiticular reference to occupation or to 
whether the patient remained inside or outside. 
The costophrenic angles in most cases were 
fairly clear. 

One case in particular shows poorly defined 
multiple small areas of increased density with an 
associated fibrosis throughout both lungs which 
has the characteristic appearance of silicosis. 


PROGNOSIS 


It is not the purpose of this information to 
frighten anyone into abandoning his home, but 
only to describe the facts as they are and to warn 
of what will happen if conditions continue as 
they have in the past five years. If the dust is 
checked, then there is no need for alarm, as the 
damage heretofore done will probably be negligi- 
ble as far as endangering life or producing an 
increase in symptoms. 

If one weighs all of the scientific facts and 
findings: the dusty season is extending far into 
the summer of this year, which it has not done 
heretofore; agriculturalists and agronomists are 
rather pessimistic in their discussion of the im- 
mediate ending of the dust; there is a shortage 
of rainfall and decrease in vegetation coverage 
of the land; and all of these seem to point to a 
continuation of the dust hazard for some time to 
come. All indications point to a widespread de- 
velopment of pneumoconiosis (silicosis) in the 
inhabitants of this area unless a radical change 
for the better happens in the weather and in the 
type of agriculture practiced here in the near 
future. 
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SUMMARY AND CONCLUSION 


(1) Conclusions and findings have been re- 
ported from physical examinations of over 3,000 
dust bowl inhabitants, conferences with physi- 
cians and residents of the same area, and from 
a group of fifty-six picked subjects on which a 
physical examination was done, a history was 
taken and x-ray pictures of the lungs were made. 

(2) A discussion of dust in general has been 
presented. 

(3) Dust storms are on the increase through- 
out the short grass states and the silica content 
of the dust in the dust bowl is increasing. 

(4) There is some disagreement by authorities 
as to the type of dust, the size of the particles, the 
amount in the air and the length of exposure 
that is necessary to produce silicosis. 

(5) X-ray findings on the 56 picked subjects 
in the Oklahoma Panhandle revealed an increase 
in fibrosis of the lungs with history and physical 
findings bordering on silicosis. 

(6) A type of mental hysteria existed at one 
time in the dust bowl which has changed now 
to a depressed mental condition. 

(7) Dust exaggerates allergic conditions, par- 
ticularly hay fever, probably by its irritating ef- 
fect on mucous membranes. 

(8) Sinus infections, chronically irritated 
throats and a type of atrophic rhinitis are becom- 
ing more pronounced and prevalent. 

(9) The term dust pneumonia is a myth and 
no such condition exists. 

(10) Vital statistics show that dust is not a 
predisposing factor in influenza, pneumonia and 
other acute communicable diseases of the lungs. 


(11) Dust produces a marked immediate irri- 
tation to the mucous membranes of the eyes, nose 
and accessory sinuses, throat and bronchial tubes 
which is transitory with dusty periods, but which 
becomes chronic with long-time exposure. 
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DISCUSSION (Abstract) 


Dr. Harry F. Wilson, Columbia, S. C—The term 
pneumonoconioses was coined to describe and connote 
the pathological condition of the lungs produced by the 
inhalation of harmful dusts. There are four important 
factors which will determine whether an _ individual 
when exposed to a dusty atmosphere will develop sili- 
cosis. First, the concentration of the dust which is 
expressed as the number of dust particles per cubic 
foot of air as determined by the Greenburg-Smith im- 
pinger and the approved counting method of the United 
States Public Health Service. The second factor is the 
composition of the dust both chemical and mineralog- 
ical. The chemical analysis will tell you, within fairly 
accurate limits, the total amount of silica present. It 
is important to know whether the silica is in a free 
or combined state because free silica is the etiologic 
agent in the causation of silicosis. When silica is com- 
bined with a mineral or minerals, it is called a silicate. 
Asbestos is an example and is a hydrated magnesium 
silicate. The petrographic analysis is the best pro- 
cedure in determining the amount of free silica in 
dust. The third factor is the size of the dust particles, 
because particles that are larger than ten microns in 
greatest diameter seldom enter the alveoli of the lungs, 
The fourth factor is the duration of the exposure which 
roughly bears a reciprocal relationship to the concen- 
tration. 

Silicosis is a predisposing factor in the etiology of 
tuberculosis. The cause of death in 75 per cent of 
silicotics is tuberculosis. In view of these facts, I am 
of the opinion that the effect of the dust in the Pan- 
handle district will cause an increase in the morbidity 
and probably the mortality rates of tuberculosis for the 
district. 


THE USE OF SOCIAL SECURITY FUNDS 
IN THE EXPANSION OF THE LOUIS- 
IANA PUBLIC HEALTH 
PROGRAM* 


By R. W. Topp, M.D., Dr. P.H.7 
New Orleans, Louisiana 


Federal aid is no mew thing, though never be- 
fore has there been such broad interpretation 
of Federal responsibility as is embodied in the 
Social Security Act. 

One hundred or more years ago, the United 
States Government manifested some sort of rec- 
ognition of its responsibility toward disease con- 
trol within the states. Aid, however, was directed 
more toward enforcement of the then existing 
state and municipal health regulations than 
toward prevention of disease in its modern in- 
terpretation. In the years intervening, and from 


*Read in Section on Public Health, Southern Medical Associa- 
tion, Thirty-First Annual Meeting, New Orleans, Louisiana, No- 
vember 30--December 1-2-3, 1937. a: 

¢Director, Bureau of Parish Health Administration, Louisiana 
State Board of Health. 
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time to time, Federal legislation designated the 
use of stipulated funds for cooperative disease 
control measures, and this nation-state relation- 
ship of years’ standing is proving valuable 
groundwork for present developments in both 
Federal and state agencies. The Federal agen- 
cies, arbiters of fund distribution, and state 
agencies, recipients of funds, both, acquired 
knowledge and understanding through these 
years of experience, to the end that intelligent 
interpretation of recent Federal legislation was 
greatly facilitated and accrued to mutual bene- 
fit. The ramifications and details, always man- 
datory in the Federal-state relationship, have 
grown, of course, but not more than would be 
considered commensurate with scope of expan- 
sion. 

Be it said to the eternal credit of the Federal 
agencies entrusted with public moneys for health 
work that, while not demanding of the states 
“an eye for an eye,” they do intend, when time 
enough will have elapsed to measure achieve- 
ments, to check, guide to mid-stream and other- 
wise help us avoid extremes in administrative 
error. 


The original plans for health expansion had 
first to be submitted to Federal agencies for ap- 
proval. When, from the Federal viewpoint, the 
state plan lacks soundness, it is within the prov- 
ince of Federal consultants to help adjust the 
differences. While it is up to the state to know 
the needs and to make such distribution as it 
considers wise, on the other hand, Federal ob- 
ligation takes into account certain major fac- 
tors: 

The relationship of the population of each state to the 
total population of the United States; 


The financial need of each state or the inability of 
states to meet their health problems without financial 
assistance ; 


Special health problems of burdensome proportion in 
certain states. 

It will be remembered that about the time 
Social Security money became available, the state 
and territorial health officers in conference 
agreed that: (1) no state or territory should be 
eligible for aid until such states had the es- 
sentials of a health organization; (2) that grants 
should be supplemental to funds being expended 
and not to relieve state and local organizations 
of their own financial responsibilities; (3) that 
the success of the Social Security Act in the field 
of public health would depend upon the avail- 
ability and employment of competent and profes- 
sionally trained personnel. 
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To these ends, then, did Louisiana base its 
plans for expansion of its existing services (in 
part), as follows: 

(1) Staff education, with provisions to de- 
velop trained personnel to meet standards ac- 
ceptable by state and territorial health authori- 
ties. 

(2) Maternal child health service. 

(3) Tuberculosis control. 

(4) Syphilis control. 

(5) Field advisory service. 

(6) Malaria control. 

(7) Strengthening branch laboratory service. 

(8) Strengthening field advisory service. 

(9) Extension of full-time health units, 

and 
Further strengthening of existing units, 
by increasing personnel within the units. 


These activities are a direct result of funds 
provided by the Government through the Chil- 
dren’s Bureau and the United States Public 
Health Service. However, it must be remem- 
bered that, from the beginning, it has been the 
policy of the Louisiana State Board of Health 
to strengthen and expand the local work rather 
than to develop a strong centralized adminis- 
tration; as a matter of fact, not one new bu- 
reau has been added to the Central Adminis- 
tration. 


(1) STAFF EDUCATION 


Staff education was the first point of attack 
in the new plan. The nationally adopted stand- 
ard for health workers was a welcome life-saver 
to which all state agencies might well be glad 
to cling. . . . Earlier days in public health ad- 
ministration were troubled days because of lack 
of adequately trained personnel. In the name 
of expediency, incompetent persons were often 
knowingly appointed. The present accepted 
standards are, to some extent if not entirely, 
minimizing local misunderstandings and objec- 
tions when assignments and replacement are 
contemplated. In Dr. Parran’s own words: 

“A physician may be among the best in the community 
as a practitioner of medicine, but totally unfitted as an 
administrator of public health activities, unless he has had 
special training in modern public health practice. 

“This applies with equal force to the public health 
nurse, the public health engineer, and other employees 
whose duties are of a technical nature.” 

Standards, too, are fostering continuous de- 
mand for education by the staff itself. While 
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it is yet too early to prophesy, provisions for 
staff education promise to be among the most, 
if not the most, lasting of the Social Security 
benefits to public health. . . . There may be 
more or less retrenchment or expansion in the 
years to come; but, in either case, a well pre- 
pared personnel will be better able to cope with 
future changes. Through availability of funds 
from the Federal Government, Louisiana’s health 
service has been provided with recognized pub- 
lic health courses represented in some ten schools. 

To further this necessary education and to 
provide practical field experience, a health unit 
training station is now operating in a parish 
about 140 miles from New Orleans. This field 
is intended both to augment practical experi- 
ence in those with only theory and to offer re- 
fresher experience to those already initiated. 
Personnel is being offered this opportunity for 
a period of observation and experience before 
and after receiving intramural training. Even- 
tually, we hope to develop this training station to 
meet university requirements. 

Along with the aforementioned facilities for 
education is a lending library of professional 
reference books, which library has made a brave 
beginning. 


(11) MATERNAL CHILD HEALTH SERVICE 


A division of maternal child health is part 
of the expansion under Social Security. 

Additional personnel made possible the intro- 
duction of a rural program in ante and post- 
natai service, to selected groups in need. The 
program which we thought would involve years 
of effort to launch is overwhelmingly popular 
with laymen and physicians, and to such extent 
that we are finding it increasingly difficult to 
meet individual demand. Because of this, the 
program is gradually taking on the aspects of 
group work largely expressed in nursing service. 
Where medical service is available, clinics are 
slowly but soundly being established, usually in 
the larger centers. To date, one local delivery 
service has been developed. Besides expansion 
service to mothers and children, the division of 
maternal child health has been responsible for 
a program of post graduate medical education 
in obstetrics and pediatrics. This service was 


and is being made available to physicians in 
each of its medical districts, jointly planned 
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with and operated by medical staff appointed 
by the state medical society committeemen. 

In addition, from the beginning of Social Se- 
curity expansion, we have had a maternity dem- 
onstration center for the primary purpose of 
giving experience in maternity nursing to rural 
public health nurses and home delivery to medi- 
cal students. The clinic and delivery service 
operate medically under the state medical cen- 
tre obstetrics staff; and the nursing service in 
field, clinic and delivery is the responsibility 
of the state nursing staff assigned for this duty 
only. The area served tends to give experience 
in both urban and rural homes. 


(111) 


Following the recommendations of a United 
States Public Health Service officer who was 
detailed to survey the tuberculosis situation in 
Louisiana, the State Health Department has been 
operating a well-equipped tuberculosis diagnos- 
tic unit throughout the state. This service enlists 
and has secured the whole-hearted cooperation 
of the practicing physicians by maintaining a 
strict consultation status. Information gained 
by the clinic enables earlier diagnosis of pulmon- 
ary tuberculosis and assures better medical 
handling of the patients by the private phys- 
icians and better public health supervision of the 
tuberculosis problem by the local health au- 
thorities. Better reporting of tuberculosis 
deaths and tuberculosis morbidity is also secured. 

The high incidence of tuberculosis in negroes 
has prompted a state cooperative plan with a 
local negro hospital, whereby rural negro phy- 
sicians will be taught the modern method of 
tuberculosis control through lung collapse pro- 
cedures. Such a plan, when fully operating will, 
we hope, enable us to have better handling of 
the negro tuberculosis patients on an ambula- 
tory basis, since our present bed space reserved 
for negro patients is very limited. Shortening 
the stay in the sanatorium will permit a more 
rapid turn-over of patients. 


TUBERCULOSIS CONTROL 


(Iv) SYPHILIS CONTROL 


It took the courageous and outspoken state- 
ment of the Surgeon General of the United 
States Public Health Service to bring out the 
fact that something must be done, since we 
know that “one out of ten persons has syphilis 
in the United States.” Early diagnosis and 
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treatment, apart from the humane factor, is an 
economic one which will relieve state institu- 
tions of custodial care of patients. The old prob- 
lem has been fought from angles not now con- 
sidered even intelligent. We know only too 
well the feeble efforts of the past and their 
ineffectiveness, which were matched by colossal 
failures to achieve. Viewing the service or lack 
of service subjectively, we may admit the stigma 
of personal irresponsibility. We may soothe an 
uneasy conscience with the well known argu- 
ment that even a public health administrator 
may not go faster than the conservative medical 
practitioner permits him in such matters. This 
reason is not enough, now that we look back! 

Now that Social Security has somewhat 
cleared the road for action and it is easier to 
work toward facilities, the question of medical 
efficiency arises. Leaders of the medical pro- 
fession believe that many physicians are not 
prepared to give modern diagnosis and treat- 
ment. If that is true, and we assume that it is, 
it behooves us all to see to it that proper 
knowledge and skill are developed within and 
without our respective spheres. Louisiana is 
now willing and anxious to proceed, but not so 
rapidly as to mean disaster to both plan and 
patient. To date, we offer diagnostic laboratory 
facilities to all parishes in the state. Treatment 
is offered only to certified indigents, through 
organized clinics acceptable to both state agen- 
cies and the local medical profession. At pres- 
ent, these clinics are being operated only within 
unit parishes. 


(Vv) FIELD ADVISORY SERVICE 


Of emphatic importance has been the de- 
velopment of advisory field service, a service 
heretofore inadequate to meet standards of 
sound administrative praetice. This service 
was among the first activities considered in 
Louisiana’s program of expansion under Social 
Security. While we cannot boast that, even yet, 
our field advisory group is adequate to either 
local personnel or scope of program, there is 
definite improvement. Administration by re- 
mote control loses much unless there is oft-re- 
peated contact with the workers in the field. 


(VI) MALARIA CONTROL 


As has been stated, it is the policy of the state 
department, at all times, to foster expansion 
within the local units by financially aiding and 
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augmenting during a period of study and dem- 
onstration, and then withdrawing when local 
strength to carry on has been manifested. 


In malaria control, our present plan involves 
such aid from the central staff as will yield 
a perfect picture and right procedure for al: 
future studies: A malariologist, an entomologist, 
and an engineer are indispensable in any malaria 
control plan. Known malarial areas are the 
chosen fields of operation. We believe that 
the general plan suggested by Senior Surgeon 
L. L. Williams, of the United States Pub- 
lic Health Service, seems particularly appli- 
cable to the situation in Louisiana and it 
has been adopted. Definite findings are not 
yet available, due to the infinite details inci- 
dent to malaria studies. However, selected 
groups in school-aged children living in ma- 
larious areas are being used for sampling; in 
addition, a special mosquito and larvae survey 
is at present being made in these regions, to be 
later followed by topographical surveys, with 
recommendations by the engineer relative to 
drainage problems. 


STRENGTHENING BRANCH LABORATORY 
SERVICE 


(vit) 


There is one central laboratory, at New Or- 
leans, and there are five branch laboratories, 
situated at convenient points throughout the 
state. These are maintained under the general 
direction of a state bacteriologist and have as 
their principal activities: _Wassermann tests; 
water analyses; malaria blood smears; urinaly- 
ses; blood, feces, sputum and various other diag- 
nostic tests; besides the routine bacteriological 
examination of foods. No fees are charged for 
the work performed in these laboratories, but the 
work is supposed to be done only in the interest 
of public health and for persons not able to 
pay for such necessary services. Conforming 
with the general policy of expansion, strength- 
ening the individual branch laboratory has been 
the prerogative of central administration. 


(VIII) STRENGTHENING FIELD ADVISORY SERVICE 
See caption: (V) FIELD ADVISORY SERVICE 


(1x) EXTENSION OF FULL-TIME HEALTH UNITS 
and 


FURTHER STRENGTHENING OF EXISTING UNITS 
BY INCREASING PERSONNEL WITHIN THE UNITS 


In our plan of expansion for the Louisiana 
public health program, it has been our aim to 
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encourage local agencies to visualize their re- 
sponsibilities in this respect and to increase lo- 
cal assistance to the utmost of their financial 
limitations. Specifically, we have encouraged 
the addtional appropriations of moneys for as- 
signing of more personnel for full-time duty. 
These increases, it was pointed out, would be 
matched by Federal funds. However, in those 
instances where local contributions could not be 
made available, the parishes concerned have not 
been deprived of certain advantages to be de- 
rived through increased personnel. This, to the 
extent that we now have as a minimum unit in 
this state one having: a medical director, a 
nurse, a sanitary inspector, and a secretary- 
clerk. At that, only twelve parishes in Louisiana 
operate on such a minimum. 


Sight has not been lost of the fact that, 
while the development of new units is important, 
it is well to go cautiously and to await com- 
paratively positive stability before entering into 
too many new alliances. With this in mind, we 
have assigned additional personnel to estab- 
lished units rather than have we endeavored to 
expand too rapidly. In spite of this necessary 
caution exercised, and our fear of building up a 
mushroom organization, five new units, which 
number we feel is conservative, have been added 
to the Louisiana program, bringing the total 
number of health unit parishes in the state to 
thirty-nine, leaving only twenty-four unorgan- 
ized parishes, Orleans excluded. 


To this conservatism, we attribute our not 
losing a single unit during the periods of flood, 
depression, or accidental emergency! 


DISCUSSION (Abstract) 


Dr. K. E. Miller, Washington, D. C—The manner in 
which the Louisiana State Health Department has utilized 
its social security funds is unique in the fact that practi- 
cally all of this money has been invested in local health 
service. It may be recalled that the original regulations 
governing the use of funds from Title VI of the Social 
Security Act specified that not more than 20 per cent 
of the allotment to the State should be budgeted for cen- 
tral administration activities. In most instances the 20 
per cent limitation was soon swept aside and quite for- 
gotten. Most of the state health departments had never 
been adequately staffed and equipped and the depres- 
sion years served only to aggravate this condition so 
that certain state health organizations were reduced to 
mere skeleton proportions. In such instances rather 
extensive overhauling became necessary. Unfortunately, 
however, there has been a tendency to multiply central 
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organization machinery and refinements at the expense 
of local health service. This is the course of least resist- 
ance. It is an extremely easy matter to build up an ex- 
tensive central organization. I know nothing more 
simple than the hiring of people who want jobs and the 
purchasing of equipment from those who have it to 
sell when one has money with which to pay for these 
items. The real task which requires brains, ingenuity 
and hard work is to cultivate public sentiment to the 
point where the people will demand local health service 
and will consent to the expenditure of their own money 
for this purpose. While in no wise minimizing the im- 
portance of adequate leadership through the medium of 
the state health organization, the fact remains that the 
health service of greatest significance is that which is 
rendered through personal contact rather than remote 
control. Since these things are true, the policy pursued 
by the State Department of Health in Louisiana is 
specially noteworthy, as the emphasis is being placed 
upon that form of health service, namely, local health 
service, which gets closest to the people to be served. 
Since Louisiana has not only kept within the 20 per 
cent limitation for central administration, but has re- 
duced expenditures for this purpose far below that level, 
the State Health Department deserves a special com- 
mendation and stands as a shining example to other 
states. It is not unreasonable to expect any state to 
appropriate funds sufficient to pay the entire expense of 
running the state health department. I should therefore 
like to see the time when each state would underwrite 
this obligation in full, as Louisiana has done, thereby 
conserving the entire amount of social security funds for 
the strengthening and expansion of local health service. 


No one knows any better than our good friend Lums- 
den here, who may be called the “pappasita” of county 
health service in the United States, the tribulations under 
which the cause of local full-time health service has la- 
bored for the twenty odd years prior to the passage of 
the Social Security Act. It was with the greatest diffi- 
culty that the Federal Government was brought to recog- 
nize any responsibility toward this work. Appropria- 
tions were extremely meager from year to year and quite 
irregular. The best we could do under those circum- 
stances was to pick out a few promising counties with 
which to share our bounty and to develop health units 
in these counties primarily as a demonstration measure. 
Although in the main only those counties best able to 
help themselves received financial assistance, the demon- 
stration was a success and paved the way for Title VI 
of the Social Security Act. Now we are confronted with 
a different problem. We now have substantial sums 
of money available to all of the states. This money is 
obviously appropriated for the use of all the people 
rather than a few selected communities in each state. 
From the standpoint of local (rural) health service the 
individual county or parish health unit is unquestionably 
the desired goal. Where this is not practicable, counties 
(parishes) should be promptly grouped under district 
health organizations with the fixed purpose of breaking 
down the districts into smaller county groupings and set- 
ting up individual county units just as rapidly as condi- 
tions will permit. It is in this way only that the prob- 
lem of rendering local health service to all the people 
can be solved without waiting for the millennium. 
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EDITORIAL DEPARTMENT 


SOUTHERN MEDICAL ASSOCIATION 
Thirty-Second Annual Meeting 
Oklahoma City, Oklahoma, November 15-18, 1938 


OKLAHOMA CITY MEETING 


The annual meeting of the Southern Medical 
Association is held this year in Oklahoma City. 
Many will be glad of this opportunity to visit 
Oklahoma, ‘“‘out where the West begins.” 

The meeting will open on Tuesday morning, 
November 15, featuring “Oklahoma City 
Day,” a program of short clinical presentations 
by Oklahoma City physicians. The nineteen 
sections and five conjoint meetings of the Asso- 
ciation will begin Wednesday, running through 
Friday noon. The general session, featuring the 
address of the President, Dr. J. W. Jervey, of 
Greenville, South Carolina, to be followed by 
the President’s Reception and Ball, will be held 
on Wednesday evening. The alumni reunion 
dinners will be on Thursday evening. A public 
Session, a program for the laity, will be held on 
Tuesday evening. 


SCIENTIFIC EXHIBITS 


The scientific exhibits have become a larger 
and larger part of a scientific meeting. The ex- 
hibits at the Southern Medical Association meet- 
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ing have increased in number and interest year 
after year. It is apparent that the scientific ex- 
hibits at Oklahoma City will be up to the stand- 
ard of previous meetings. Any physician having 
an exhibit to offer should get in touch with the 
Association office in Birmingham before Octo- 
ber 15. 


MUNICIPAL AUDITORIUM 


All scientific sessions and exhibits will be held 
at the Municipal Auditorium. Oklahoma City 
has developed a most attractive civic center and 
has a new and very modern Municipal Audito- 
rium. All exhibits and meetings will be situated 
under one roof in this Auditorium. 


PRESIDENTS’ CONFERENCE 


A conference of Presidents, Presidents-Elect 
and Secretaries of State Medical Associations in 
the South and of Editors of State Medical Jour- 
nals will be held on Tuesday evening. Dr. Har- 
vey F. Garrison, Chairman, Jackson, Mississippi, 
announces that there will be a program of interest 
and value to those who are officially connected 
with organized medicine in the South. 


SPECIAL TRAINS 


The Rock Island Railroad has announced an 
S M A Special, which will leave Memphis at 7:30 
p. m. Monday evening, arriving at Oklahoma 
City at 8:00 a. m. Tuesday. This special train 
will make connections with trains from the East, 
Southeast and South. The Chesapeake and Ohio 
Railroad has announced special service from 
points East (District of Columbia, Maryland, 
Virginia and West Virginia), arriving at Okla- 
homa City early Tuesday morning. 


LOCAL MEDICAL SOCIETY 

Oklahoma City has a very active local medical 
society with a membership of some three hundred 
physicians. For several years they have main- 
tained a Medical Service Bureau, a facility for 
putting those who need medical service but who 
are unable to pay the standard fees, in touch with 
competent physicians and arranging for the 
amount of the fee and how it is to be paid. The 
Bureau has rendered a fine service; more than 
twelve hundred individuals passed through it 
last year. The officers of the local society (Ok- 
lahoma County Medical Association) are Dr. C. 
J. Fishman, President; Dr. Carroll M. Pound- 
ers, Vice-President; and Dr. John F. Burton, 
Secretary-Treasurer. Dr. Henry H. Turner is 
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General Chairman for the Southern Medical As- 
sociation meeting by appointment of the Presi- 
dent, Dr. Fishman. 


OKLAHOMA CITY CLINICAL SOCIETY 


For several years Oklahoma City has had a 
fall clinical meeting, arranged by the Oklahoma 
City Clinical Society. That organization will 
not have its usual fall clinics this year, but has 
given way to the Southern Medical Association 
meeting, an evidence of the fine spirit of coop- 
eration with the Southern Medical Convention. 
The group of men who have put on these clinics 
with great success over the years are active in 
local committees for the Southern Medical Asso- 
ciation meeting. 


SULFANILAMIDE IN UNDULANT FEVER 


After the demonstration of the activity of sal- 
varsan against the Spirocheta pallida, the drug 
was promptly tried in many other infectious and 
non-infectious diseases. It is of some interest 
to recall that one of the latter was pellagra. The 
arsphenamines have remained specific for syph- 
ilis, with little other widespread clinical use, ex- 
cept that they are employed against an occasional 
non-venereal spirochete. 


Sulfanilamide was introduced in this country 
as bactericidal primarily against a particular 
streptococcus, the beta hemolytic streptococcus.’ 
It was soon tried in a variety of other bacterial 
diseases for which there was no treatment, and 
its success in several of them has encouraged clin- 
ical experimentation. In the last few months 
sulfanilamide has been employed in the treat- 
ment of a number of scattered cases of human 
undulant fever, before laboratory investigation 
of its effectiveness had made much progress. 


Rapid relief from the symptoms of this re- 
fractory disease, with quick fall of temperature 
to normal, was reported in the May JourNAL by 
Toone and Jenkins,” of Richmond. It has since 
been reported by several others,? * the total num- 


1. Long, Perrin H.; and Bliss, Eleanor: The Use of Para Amino 
Benzene Sulfonamid (Sulfanilamide) or its Derivatives in the 
Treatment of Infections Due to Beta Hemolytic Streptococci, 
Pneumococci and Meningococci. Sou. Med. Jour., 30:479 (May) 
1937 

2. Toone, Elam C., Jr.; 
ver (Brucellosis) Treated with Sulfanilamide: 
with Recovery. Ibid, 31:478 (May) 1938. 

3. Stern, R. L.; and Blake, K. W.: Undulant Fever: Its Treat- 
ment with Sulfanilamide. J.A.M.A., 110:1550 (May 7) 1938. 

4. Blumgart, H. L.: Sulfanilamide in — Fever. Ibid, 

521, Aug. 6. Traut, E. F.; and Logan, C. E.: Undulant Fever 
Treated with Sulfanilamide. Ibid, p. 1082, ‘Sept. 17. 


and Jenkins, Arthur M.: Undulant Fe- 
Report of a Case 
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ber of 
large. 

Laboratory studies can offer more conclusive 
testimony one way or the other of the value of a 
drug, since a large number of inoculations may 
be made and the proper number of animals kept 
untreated as controls, and autopsies are of course - 
freely obtained. Chinn,° of Charleston, during the 
past summer reported on the effect of sulfanila- 
mide on cultures of Brucella abortus and Bru- 
cella suis, both in the test tube and after experi- 
mental guinea-pig infection. 

In a_ dilution of sulfanilamide of one to ten 
thousand, practically all micro-organisms were 
destroyed in ten minutes. A definite bacterio- 
static effect, that is, inhibition of growth of both 
Brucella abortus and suis was observed at a dilu- 
tion of one to one hundred thousand. Brucella 
suis was more susceptible. Brucella melitensis 
had also been: noted to be inhibited by sulfanila- 
mide. 

Guinea-pigs are readily susceptible to a 
chronic Brucella infection during the course of 
which they develop an enlarged nodular spleen 
and nodular liver, with a low grade fever. Ina 
series of guinea-pigs inoculated by Chinn, all the 
untreated developed the disease; but guinea-pigs 
which received 100 milligrams per day of sul- 
fanilamide beginning two hours after inocula- 
tion were normal at autopsy. 

Sulfanilamide was thus active against these 
organisms in vitro in high dilution, and in vivo 
it proved to be an excellent prophylactic, that is, 
if given after infection it prevented development 
of the disease. 

These further confirmations of the effective- 
ness of the drug are worth while. Undulant fever 
is a hitherto intractable chronic disease which is 
fairly widespread throughout the country. Lab- 
oratory evidence of the value of this means of 
chemotherapy supports that of the isolated clini- 
cal reports of the current year. 


“cured” cases being not, however, very 


SODIUM IN PREGNANCY AND IN 
CUSHING’S DISEASE 


Not knowing the cause of toxemia of preg- 
nancy, the obstetrician concentrates his therapy 
periodically on one or another of its symp 
toms. The toxemic patient is apt to gain 
weight rapidly, and starvation has been offered 


5. Chinn, B. D.: Im Vitro and in Vivo Effect of Suniel? 


on Br. abortus and Br. suis. Proc. Soc. Exper. Biol. & M 


733 (June) 1938. 
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as a means of curbing weight gain, in the hope 
that this will act as a prophylactic against tox- 
emia. More recently, interest has centered 
around the patient’s water balance, because it 
appears that to a considerable extent the pounds 
gained are water. Various measures of dehydra- 
tion have been offered as a treatment of eclamp- 
sia. In normal human pregnancy, according to 
Michigan observers,’ the body weight fluctuates 
rather constantly with the quantity of retained 
water, which in turn parallels the sodium bal- 
ance. Sodium and water are lost or retained 
together. 

Sodium and water retention, with considerable 
sensitivity to dietary sodium, has been noted by 
Strauss in toxemia of pregnancy. Toxic symp- 
toms were exaggerated by dietary sodium. In 
this pathologic condition the close parallelism 
of movement of sodium and water was main- 
tained. If sodium and water changes are asso- 
ciated with toxemia of pregnancy, then methods 
of influencing sodium metabolism are of logical 
obstetric interest. 

Adrenal cortical hormone would seem to con- 
trol to a considerable extent the retention and 
excretion of sodium and potassium in humans 
and in experimental animals. Sodium is exces- 
sively lost and potassium retained in Addison’s 
disease; potassium is toxic in Addison’s disease, 
a hypo-adrenalism. In conditions where sodium 
is abnormally retained, as in toxemia of preg- 
nancy, one might wonder whether there is an ex- 
cess of circulating adrenal cortical hormone, and 
what effect the administration of potassium 
might have. 

A hyper-adrenal cortical disease has appar- 
ently been identified. Cushing a few years ago 
described a syndrome which he believed to be 
caused by a tumor of the base staining cells of 
the anterior pituitary gland, and which has been 
referred to as pituitary basophilism, in contrast 
to the type of pituitary tumor which produces 
acromegaly, which is from the acid staining 
cells. There is some evidence that the sex hor- 
mones of the anterior pituitary come from the 
base staining cells. Subsequent investigations 
tended to show that Cushing’s disease is actually 
a hyperadrenalism rather than a hyperpituitar- 
ism. It is the opposite of Addison’s disease, cor- 
tical degeneration, since it is due to overactivity 


1. Freyberg, R. H.; Reekie, R. D.; and Folsome, C.: A Study of 
the Water, Sodium and Energy Exchange During the Latter Part 
of Pregnancy. Amer. Jour. Obst. & Gyn., 36:200 (Aug.) 1938. 
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of the cortex. California workers? have advanced 
further proof that Cushing’s disease is a hyper- 
adrenal corticism, since they report the finding 
of an excess of adrenal hormone in the blood and 
urine of these cases. 

One would expect to find in patients with 
Cushing’s disease an increased retention of so- 
dium and excessive excretion of potassium, with 
possible benefit from administration of potas- 
sium. This would be the opposite treatment 
from that of Addison’s disease, in which sodium 
is excessively excreted and potassium retained, 
and sodium is beneficial and potassium toxic. 
Some of the electrolyte changes, in particular 
the alterations in blood sodium, of toxemia of 
pregnancy and of Cushing’s disease may be simi- 
lar. In pregnancy the quantitative changes in the 
sex hormones of the pituitary and ovary have 
been much studied and great changes from the 
non-pregnant state noted. 

Adrenal cortical hormone in pregnancy has 
been little studied. Electrolytes in pregnancy 
have been investigated.* A further comparison 
of blood chemical changes of toxemia of preg- 
nancy and of Cushing’s disease would be of in- 
terest, and a comparison of adrenal cortical hor- 
mone in the two conditions. 

The effect of the ductless glands and their 
hormones on salt exchange and on the levels of 
the simple constituents of the blood is funda- 
mental and probably a fruitful field for clinical 
research. 


A CORRECTION 


In Dr. John S. Horsley’s paper, “ ‘Primary’ 
Streptococcic Peritonitis Treated with Sulfanila- 
mide: Report of a Case with Recovery,” in the 
September JourNAL, through error the word in- 
tramuscularly was changed to intravenously. The 
third sentence of the last paragraph on page 1000 


reads: “During the first 24 hours 5 injections 
of 20 c. c. of 2.5 per cent ‘prontosil’ was admin- 
istered intravenously.”’ The last word should be 
“intramuscularly,” not “intravenously.” The in- 
travenous use of “prontosil” is considered dan- 
gerous. This accidental alteration of the mean- 
ing of the sentence is regretted. 


2. Anderson, E.; and Haymaker, W.: Adrenal Cortical Hormone 
in Blood and Urine of Patients with Cushing’s Disease. Proc. 
Soc. Exper. Biol. & Med., 38:611 (June) 1938. 

3. Thorn, G. W.; and Engel, L. L.: Effect of Sex Hormones 
on Renal Excretion of Electrolytes. Jour. Exper. Med., 68:299 
(Sept.) 1938. 
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Oklahoma City — Where We Meet 


DEVELOPING A MEDICAL CENTER* 


The Oklahoma City Chamber of Commerce 
makes no secret of the fact that it has had a 
primarily selfish purpose in striving, successfully 
this year, to secure the annual convention of the 
Southern Medical Association. It harbored the 
belief that if it could establish a really extensive 
acquaintanceship between Oklahoma City and 
the medical profession of the whole South it 
could realize important material advantages from 
this acquaintanceship. 

It wanted the Southern Medical convention be- 
cause it is a large convention of persons who will 
be patrons of Oklahoma City’s first-class hotels, 
shops, theaters and othe; institutions which first- 
class visitors to any first-class city patronize. 
But it wanted Southern for a different and more 
far-reaching reason than applies in the case of 
the average large convention. It wanted Okla- 
homa City established in the professional and 
public mind of the South as an important bidder 
for recognition as a great medical center, in order 
that persons wishing professional services equal 
to the best available anywhere, as to most of the 
medical specialties, should include Oklahoma 
City in their consideration of places where such 
services might be secured. 


The Oklahoma City Chamber of Commerce 
has a membership of approximately 6,200, organ- 
ized in ten divisions, with 70 committees, many 
of the latter including numerous sub-committees 
for attention to specific matters falling within the 
logical sphere of their activities. In the Public 
Welfare Division one of the major committees 
is that dealing with Public Health and Safety, 
and one of this group’s sub-divisions is desig- 
nated the Medical Center Sub-committee. This 
group, headed by the manager of the bond de- 
partment of the city’s largest bank and trust 
company, has about 35 members, divided approx- 
imately equally between physicians and laymen, 
the latter forming a general cross-section of the 
entire business community. 


The Oklahoma State University Medical 
School and its teaching hospitals, University 
Hospital and Crippled Children’s Hospital, are 
situated in Oklahoma City, and naturally form a 
nucleus for a medical center in the usual accept- 


*Prepared by the Publicity Department of the Oklahoma City 
Chamber of Commerce for the SouTHERN MepicaL JouRNAL. 
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ance of that term. However, Oklahoma City’s 
use of the term is not restricted to that usually 
understood. It contemplates, rather, the entire 
community, and the effort to develop the medi- 
cal center idea embraces the entire city and all 
its practitioners and institutions devoted to the 
healing arts who or which are recognized by the 
American Medical Association, American Col- 
lege of Surgeons, American College of Physi- 
cians, American Hospital Association, or other 
national organizations or societies embraced 
within what is meant by “‘regular” or “organized” 
medicine. 

Whatever the general committee on Public 
Health and Safety or the Sub-committee on Med- 
ical Center can do to foster the interests of or- 
ganized medicine in Oklahoma City is within 
the purpose announced when thee groups were 
established. 


University of Oklahoma School of Medicine. 


The formal declaration of the functions of the 
Medical Center Sub-committee, adopted by the 
Board of Directors of the Chamber of Com- 
merce, March 13, 1936, reads as follows: 

It shall be the function of this sub-committee to assist 
in developing Oklahoma City as a great medical center, 
this work to be carried on in cooperation with the fol- 
lowing organizations: 

(a) University School of Medicine 

(b) Hospitals and hospital associations 

(c) Oklahoma County Medical Association 

(d) Oklahoma City Clinical Society 

(e) Oklahoma County Dental Society 

(f{) Medical, dental and hospital conventions 

(g) All other interested organizations 

According to the latest American Medical Di- 
rectory, there are 453 physicians and surgeons 
licensed to practice medicine in Oklahoma Coun- 
ty, 436 of whom reside in Oklahoma City. Of 
the total for the county 290 are members of the 
Oklahoma County Medical Association, many 
of whom are members of the special national so- 
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cieties organized by practitioners in the different 
branches of medicine. Practically 50 per cent of 
the members of the Oklahoma County Medical 
Society hold membership in the Oklahoma City 
Chamber of Commerce. Practitioners ineligible 
for membership in the Oklahoma County Medi- 
cal Association are ineligible for membership in 
the Physicians and Surgeons Division of the 
Oklahoma City Chamber of Commerce. They 
may be and many are included in the general 
membership. 


A recent compilation by the Chairman of the 
Chamber’s Public Health and Safety Committee, 
based on such records as were available, and ap- 
proved by leading members of the profession, 
listed 37 different medical specialties and the 
number (not the names) of the physicians known 
to be practicing in the several branches of the 
profession. Necessarily there is much overlap- 
ping of membership of the several specialties, 
many physicians practicing in more than one of 
several closely related groups. 


Members of the Southern Medical Association 
who attend the convention in Oklahoma City in 
November will find themselves in a community 
definitely friendly to the profession to whick 
they belong, interested ir the vital problems in- 
volving their relations with the public, and sin- 
cerely desirous of contributing something to the 
preservation of the time-honored and long-estab- 
lished relationship between physician and patient 
which has meant much to both through uncounted 
generations. 


Book Reviews 


Vitamin B, (Thiamin) and Its Use in Medicine. By 
Robert R. Williams, Sc.D., of the Bell Telephone Lab- 
oratories, New York City, and Tom D. Spies, M.D., 
Associate Professor of Medicine, University of Cin- 
cinnati. 411 pages. New York: The Macmillan Com- 
pany, 1938. Cloth $5.00. 


The past five years have seen continually increasing 
progress in purification of the B vitamins. The origi- 
nal antineuritic vitamin has been divided into a dozen or a 
dozen and a half chemically and physiologically different 
substances essential to normal nutrition, and two able in- 
vestigators have written a book upon the first and longest 
studied of these, Bi, the antiberiberi or antipolyneuritic 
vitamin. In summarizing one vitamin they present a 
bird’s eye view of the field of modern nutrition. 


The frontispiece of the book is an enlightening diagram 
of the entire water-soluble B group, portrayed as a 
heavy rope, large in 1897 when early studies were being 
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made on prevention of beriberi by feeding. Strands of 
the rope gradually separate as other vitamins are identi- 
fied and the date of discovery of each of the components 
is shown. Seventeen factors are listed in the B group, 
nicotinic acid, a specific for pellagra, being the latest of 
these. By, or thiamin, was crystallized by Williams, of 
the Bell Telephone Laboratories of New York, in 1933. 
Spies, of the University of Cincinnati, has distinguished 
himself by work on this group, recently in particular 
by clinical studies on nicotinic acid. The two authors 
can thus write with the greatest possible authority on 
this subject. 


Vitamins in general are discussed in this book; the 
clinical importance of thiamin and the symptoms and 
pathologic findings in thiamin deficiency; the history 
of the experimental work on the B series beginning 
with the elimination of the disease from the Japanese 
Navy in the Nineteenth Century; thiamin content of 
diets in different parts of the world; chemistry of thia- 
min, sources, requirement for different diets and in rela- 
tion to body weight and species of animal; and effects on 
plant growth. Each chapter has a complete and excel- 
lent bibliography. 


The volume is written with a fine clinical perspective, 
and the physician who reads this book carefully will 
have a very useful understanding of the tremendous 
amount of work on nutrition which has been published 
in this century. 


Emergency Surgery. By Hamilton Bailey, F.R.CS. 
(Eng.) Surgeon, Royal Northern Hospital, London. 
Third Edition. 852 pages, illustrated. Baltimore: 
Wm. Wood & Co., 1938. 


That three editions of this work have appeared since 
1930 is evidence of its general popularity. It is an ex- 
cellent guide to these emergencies which every busy 
surgeon will encounter in his individual practice and 
which will confront the resident surgeon and the mem- 
bers of the attending staff of every general hospital. 


The work begins with a discussion of infusions, blood 
transfusion, anesthesia, and surgical armamentarium, 
with directions for the treatment of shock. 


Almost one-half of the volume is devoted to abdom- 
inal surgery, including the organs of the female pelvis. 


The surgical principles advocated are sound. Ameri- 
can surgeons, however, will miss a discussion of some 
of the details of practice which are becoming accepted 
here and which seem to have proven their value. This 
is particularly noted in the chapters on intestinal ob- 
struction and ileus. No mention is made of the suction- 
syphonage treatment of ileus and jejunostomy is ad- 
vised. While there is an occasional patient suffering 
from ileus in which jejunostomy is indicated, the prac- 
tice is much less frequent in this country than it was 
before the introduction of suction methods of relief. 
An interesting suggestion is made in cases of persistent 
hiccough. Inhalations of air containing an excess of 
COz are highly recommended. 


In dealing with appendicitis, the author relies too 
much, it would seem, on the Ochsner-Scherren delayed 
treatment. Though he points out the dangers which 
may attend this practice, he passes over them rather too 
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complacently properly to impress the inexperienced sur- 
geon. 


A very good presentation of urological problems takes 
up 100 pages of the book. Prostatectomy is not dis- 
cussed, but the treatment of hemorrhage after prosta- 
tectomy receives attention. The Harris operation is 
favored, incidentally. 


Emergency features of surgery of the thorax, spine, 
head and neck; a'so ligations and amputations are con- 
sidered in detail. 


Under fractures, principles of treatment together with 
details of many operative procedures are presented. 
Fractures of the femoral neck are not touched upon, 
and no consideration is given to the use of pins and nails 
in securing fixation for this type of fracture. 


Chapters on the treatment of burns, various types 
of infection, and of injuries and suppuration about the 
eye, nose and throat complete the volume. 


There is much of interest and value in this work, 
though a number of emergency methods which are be- 
coming current in this country are not included. No 
doubt the conservative English are awaiting a more pro- 
longed trial before giving them endorsement. American 
surgery might sometimes profit by adopting this atti- 
tude. 


Diseases of the Nervous System in Infancy, Childhood 
and Adolescence. By Frank R. Ford, M.D., Associate 
Professor of Neurology, The Johns Hopkins Univer- 
sity, Baltimore, Maryland. First Edition. 953 pages, 
illustrated. Springfield, Illinois: Charles C. Thomas, 
1937. Cloth $8.50. 


In this book the author has covered the whole field 
of neurology in infants and children in a most excellent 
way. The timeliness of the work can be appreciated 
when one realizes the frequency with which diseases of 
the nervous system as seen in adult life date from infancy 
and childhood. Not only are the strictly neurologic con- 
ditions described, but the author has included those gen- 
eral diseases which show prominent or complicating 
symptoms. The first part of the book is devoted to the 
methods of examination, and this is followed by the 
clinical aspects of disease correlated with the anatomy 
and physiology of the immature nervous system. Then 
follow chapters describing congenital and prenatal dis- 
eases, notably birth injuries and the like. Disorders of 
a hereditary and degenerative nature are fully described. 
The chapter on infections and parasitic invasions is com- 
plete and gives the latest information regarding etiology, 
symptomatology and treatment of these conditions. 
That part of the book devoted to neoplasms of the 
nervous system deserves special mention. Finally there 
is a chapter which reviews the etiology and diagnosis 
of the more common neurologic conditions of childhood. 
The book is well illustrated and case reports are freely 
used throughout the text. Each subject has a well se- 
lected and up-to-date bibliography appended. The book 
as a whole is excellently written and should be of im- 
mense value to pediatricians and neurologists. 
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The Biology of Arteriosclerosis. By M. C. Winternitz, 
M.D., R. M. Thomas, and P. M. LeCompte, M.D, 
the Department of Pathology, Yale University School 
of Medicine, New Haven, Connecticut. 142 pages, il- 
lustrated. Springfield, Illinois: Charles C. Thomas, 
1938. Cloth $4.00. 

Winternitz and his associates present an anatomic 
study of the blood vessel walls in arteriosclerosis. 
Their work is founded upon the methods of gross clear- 
ing and of injection supplemented by the usual micro- 
tome sectioning. The authors are concerned particu- 
larly with the vasa vasorum and the book is really an 
extended discussion of these intramural structures. In- 
jection fluid introduced under high pressure into the 
lumen or by needle puncture into the wall produce pic- 
tures that have convinced the authors that there exist 
in the intima and deeper in the wall plexuses of fine 
blood vessels hitherto unsuspected or insufficiently known 
and that these have some direct connection with the 
appearance of mural lesions. It is not made entirely 
clear whether the vascular networks described are pri- 
mary or secondary to the arteriosclerotic changes. There 
is, however, emphasis upon the undoubted frequency and 
importance of intramural hemorrhage in the diseased 
vessel. 


The book is illustrated by many drawings and photo- 
graphs, many of them in color. 


Practical Otology. By Morris Levine, M.D., F.LCS,, 
Clinical Professor of Otolaryngology, New York Post- 
graduate Medical School, Columbia University ; Second 
Edition. 416 pages, illustrated. Philadelphia: Lea & 
Febiger, 1938. Cloth $5.50. 


One is amazed at the author’s success in condensing 
his material. In a text of four hundred pages he supplies 
almost every essential. The book is eminently practical. 
The recital of illustrative cases adds much to the interest 
of the reader. A short but suggestive bibliography at 
the end of each chapter gives a sense of completeness not 
usually found in textbooks. The description of atypi- 
cal cases of mastoiditis is rather discouraging for the 
inexperienced, but the variety of the condition adds 
importance to its occasional excellence. The volume has 
an excellent index and it might well become a part of 
the general practitioner’s library. 


Condition Satisfactory. By Sandor Puder. 201 pages. 
New York: Alfred A. Knopf, 1937. Cloth, $2.00. 


Purporting to be the thoughts of a ph¥sician while 
undergoing three operations for appendicitis, this book 
appears more the rantings of an egotistic individual 
who has not reached mental adulthood. 


SOUTHERN MEDICAL NEWS 
See page 34 
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THIS SIPPY MODIFICATION 
ACTUALLY MORE EFFICIENT 


FEW ulcer patients fail to rebel at the standard Sippy regi- 
men and its 29 dreary daily administrations. 
Unfortunately, most modifications designed to meet such ob- 
jections from the patient are of reduced therapeutic efficiency. 
The simplified procedure that utilizes Klim is not only more 
acceptable to the patient but is actually of greater therapeutic 
efficiency than the standard regimen. The finely divided curd 
and 27% higher protein content of Klim provide greater con- 
trol over gastric acidity. Thus the hourly administrations— 
only 14 daily—are possible, instead of the usual 29. 
Try Klim in your next ulcer case. Clip and send coupon 


for further information, and complimentary supply of Klim 
for trial. 


54% 


COMPARATIVE EFFICIENCY OF CONTROL 


94.1% 


75% 


57% || 94.1% 


» 


FIRST 
Percentage control 
of 46 patients using 
the first day Sippy 
Regimen. 


DAY SEVENTH DAY 
Percentage control 
of 44 patients using 


FOURTH WEEK 


Percentage control Percentage control 
of 14 patients using of 17 patients using 
the routine fourth the alkalinized 
week Sippy Regi- powdered milk with 
six additional feed- men. three meals. 

ings. 


Percentage control Percentage control 
of 14 patients using of 17 patients using 
the alkalinized the routine seventh the alkalinized 
powdered milk once day Sippy Regi- powdered milk with 
an hour. men, 


The Borden Company, Dept. Y-108-K 
350 Madison Avenue, New York City 


Please send me a supply of KLIM for use in 
ulcer diets. 


Street. 


City. 
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Southern Medical News 


ALABAMA 


Dr. C. R. Bennett, Eufaula; was recently made a Vice-President 
of the Chattahoochee Valley Medical Association and Dr. Seale 
Harris and Dr. Gilbert F. Douglas, both of Birmingham, were 
made members of the Council. 

Dr. William Bruce Nelson, Fairfield, and Miss Edith Monroe, 
Marvel, were married recently. 

Dr. Harold Lawton Rogers, Albertville, and Miss Frances Mc- 
Kenzie were married in July. 

Dr. Julian Parker Howell, Demopolis, and Miss Agna Jordan, 
Iron City, Tennessee, were married June 16. 


DeaTHS 


Dr. George W. Mixon, Hackleburg, aged 51, died recently. 
: Dr. Walter Stratton Britt, Eufaula, aged 61, died recently of sep- 
ticemia. 

Dr. Charles Fischer Nall, Birmingham, aged 48, died May 8 of 
hypertension and nephrosclcrosis. 

Dr. Daniel Harmon Thweatt, Eastaboga. aged 48, died recently. 

Dr. Joab Langston Thomas, Bessemer, aged 45, died June 8 of 
angina pectoris. 

Dr. Paul Roy Jones, Mobile, aged 61, died June 14 of cirrhosis 
of the liver, chronic myocarditis and chronic sinusitis. 

Dr. Solon L. Coleman, Uniontown, aged 64, died June 4 of 
cerebral hemorrhage. 

Dr. Walter Lee Dodson, Reform, aged 59, died June 16. 


ARKANSAS 


Dr. D. A. Dickerson, Gurdon. has been made Surgeon of the 
Gurdon Post of the American Legion. 

Dr. Max F. McAllister, Benton County Health Director, has 
been made a member of the staff of the Veterans’ Administration 
Facility, Hines, Illinois. Dr. Emmett A. Pickens, Bentonville, 
has been made Acting Health Director for Benton County. 

Dr. M. Y. Pope was recently made Surgeon of the Monticello 
Post of the American Legion. 

Dr. W. T. Wilkins, Cotton Plant, has been made President of 
the Rotary Club of that city. 

Dr. Joe H. Sanderlin, Little Rock, has been made Medical Di- 
rector of the Pyramid Life Insurance Company. 

Dr. Rufus Martin, Warren, has been made Surgeon of the Ameri- 
can Legion Post of that city. 

Dr. L. H. McDaniel, Tyronza, was recently made Eastern Vice- 
Commander of the American Legion. Department of Arkansas. 

Dr. H. G. Heller, Mena, has been made Surgeon of the American 
Legion Post of that city. 

Dr. L. M. Henry, Fort Smith, has been made First Lieutenant 
of the Arkansas National Guard, Medical Corps. 

Dr. Hugh Johnson, Fort Smith, was recently reelected Coroner 
of Sebastian County. 

Dr. J. D. Riley, State Sanatorium, has been made a Governor of 
the American College of Chest Physicians. 

Dr. C. P. Sisco, Springdale, announces the association with him 
of his son, Dr. Friedman Sisco. 

Dr. C. C. Stevens, Dr. L. L. Hubener, Dr. Floyd Webb and Dr. 
H. C. Sims, Blytheville, have moved into new offices. 

Dr. E. H. McCray, Malvern, announces the association with 
him of his son, Dr. Raymond V. McCray. 

Dr. J. J. Monfort, Batesville, has been taking postgraduate 
work at Rochester, Minnesota. 

Dr. J. B. Crawford, Little Rock, did postgraduate work in Phila- 
delphia, Baltimore and Washington recently. 

Dr. A. L. Best, Newport, and Mrs. Norma Masters were mar- 
ried July 1. 


DEATHS 


Dr. Thomas Ellsberry Gray, Winslow, aged 65, died July 11. 

Dr. James Foster Merritt. Hot Springs National Park, aged 69, 
died August 11. 

Dr. John M. Mahan, Bearden, aged 85, died May 14 of colitis. 

Dr. Burley Carn Bain, Bentonville, aged 68, died June 16 of 
myocarditis. 
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DISTRICT OF COLUMBIA 


The Third International Goiter Conference was held in Wash- 
ington September 12-14. 

Dr. Arthur C. Christie, a former President of the Medical So- 
ciety of the District of Columbia, has received the second Dr. 
Frank E. Gibson Award for meritorious contributions to medcal 
science. 

DEATHS 


Dr. William Jackson Bolton, Washington, aged 67, died June 18. 

Dr. Ida Johanna Heiberger, Washington, aged 80, died June 15 
of acute left hemiplegia and arteriosclerosis. 

Dr. Burton George Mead Robinson, Washington, aged 58, died 
June 5 of gastric carcinoma. 


FLORIDA 


The Florida Radiological Society has elected the following offi- 
cers for the coming year: Dr. Harold O. Brown, Tampa, Presi- 
dent; Dr. Harry B, McEuen, Jacksonville, Vice-President; Dr. 
Joseph H. Lucinian, Miami, Secretary. 

_Dr. J. M. Willis, Williston, has been reelected Mayor of that 
city. 

Dr. Lauren Sompayrac, Jacksonville, has been teking postgraduate 
work in New York. 

Dr. J. Harris Pierpont, Pensacola, has returned after attending 
surgical clinics in New York. 

Dr. Alfred G. Levin, Miami, has been taking special work in 
New York. 

Dr. Joseph Rose, Jacksonville. has been taking postgraduate 
work in the North. 

Dr. Joseph Halton, Sarasota, has been taking postgraduate work 
in Chicago. 

Dr. Lloyd J. Metto, West Palm Beach, has returned after taking 
postgraduate work in Nashville. 

Dr. Charles E. Boynton, Jr., formerly of West Palm Beach, has 
moved to Atlanta, where he is associated with his father. 

Dr. George H. Day, formerly of Miami, has moved to Sarasota. 

Dr. Lauren M. Sompayrac, Jacksonville, was recently awarded 
the Robert L. Schirmer Cup by the local Junior Chamber of Com- 
merce in recognition of his ‘meritorious leadership’ during the past 
six months, 

Dr. Lynn W. Whelchel and Miss Margaret A, Peters, both of 
Miami, were married June 18. 

_ Dr. James Maxey Dell, Gainesville, and Mrs. Rose H. Eddins, 
New York, were married July 6. 

Dr. Robert Samuel Mosley, Miami, and Miss Elizabeth Stucky, 
Pahokee, were married July 10. 

Dr. Everett Manship Harrison, Duncdin, and Miss Mamie Lou 
Sharp were married August 8. 

Dr. William J. Bailey and Mrs. Lucille H. Durden, both of Fort 
Lauderdale, were married June 
’ Dr. Young Lafayette Hall, Jr.. Miami, 2nd Miss Margaret Grif- 
fin, Washington, were married June 


DEATHS 


Dr. Stuart M. Yancey, Gainesville, aged 73, died recently of 
arteriosclerosis and cerebral hemorrhage. 

_Dr. John H. Goggins, Jacksonville, aged 58, died May 12 of 
diabetes mellitus. 

Dr. Walter W. Fugitt, St. Petersburg, aged 72, died recently of 
coronary occlusion. 

Dr. John Henry Belt, Merritt Island, aged 94, died June 21 of 
uremia and nephrosclerosis. 


GEORGIA 


The Southeast Georgia Public Health Association will meet in 
Savannah October 10. 

Dr. Champ Holmes, Atlanta, has been installed as President of 
the American College of Chest Physicians. 

Dr. Ernest Thompson, formerly of Atlanta, has been made Com- 
missioner of Health of Walton County and has moved to Monroe. 

Dr. T. I. Hawkins, Griffin, has been made Commissioner of 
Health of Spalding County. 

The North Georgia Public Health Association, which was organ- 


Continued on page 36 
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WELL, DOCTOR... 1 HEAR YOURE 
RECOMMENDING New NUCOA 


(CERTAINLY AM! 175 
OWE OF THE MOST 
WHOLESOME FOODS / KNOW.. 


THATS RECOMMENDATION ENOUGH..BUT TELL 
ME, IS IT NUTRITIOUS ENOUGH TO BENEFIT 
GROWING CHILDREN ? 
NEW NUCOA IS AN 
EXCELLENT SOURCE OF VITAMIN A 
WITH OVER 7500 USP UNITS TO 
EVERY POUND" IT NEVER VARIES 
SUMMER OR WINTER! WHY, DO YOU 
KNOW 2 104 OZ. OF NEW NUCOA 


batt SUPPLY 1000 To 2000 
is, UNITS OF VITAMIN A 


WHICH IS IS TO 30% OF 
CHILD REQUIREMENTS 
AND 30 TO 607% OF ADULT 

REQUIREMENTS PER Day? 


1. Munsell, Jrl.A.M.A., Vol. 111, P. 250, 


1938. 
2. Booher, Jrl.A.M.A., Vol. 110, P. 1920, 
1938. 


NEW NUCOA IS MADE OF PURE 
AMERICAN VEGETABLE FATS CHURNED 
WITH FRESH, CAREFULLY CULTURED, 
PASTEURIZED SKIM MILK 


H'MM- WELL NEW NUCOA IS 


THEN, IT’S ACCEPTED By THE 
UNDOUBTEDLY AMERICAN MEDICAL 
PURE AND ASSOCIATION, 
NUTRITIOUS, COUNCIL ON FOODS 


ISN'T IT? 


WHATS MORE, NEW NUCOA SUPPLIES ABOUT 
3300 CALORIES PER POUND.. AND 

EXPERIMENTS ON PEOPLE SHOW IT TO 

BE APPROXIMATELY 97% DIGESTIBLE® 


3. Holmes and Deuel: Am. Jrl. Physiol., 
Vol. 54, P. 479. (Recently confirmed in 
experiments with New Nucoa by univer- 


sity workers.) 


THATS INTERESTING, BUT DO 
YOUR PATIENTS LIKE IT? 


LL SAY THEY DO. CHILDREN 
AND GROWNUPS ALIKE 
LOVE ITS DELICIOUS, FRESH 
TASTE, AND HOUSEWIVES 
TELL ME THEY 


< SOONER. 


| Doctor—try Nucoainyourown 
/ WISH 10 home as a spread for bread. 

HEARD ABOUT | Have your wife use it as a flavor- 
| New NUCOA | shortening for cakes and pastry, 


a seasoning for vegetables and 


1M GOING To \ for pan frying. Then draw your 
LOOK \ own conclusions. And if you 
RIGHT AWAY /\ want more information about 


Nucoa, visit one of our three 


THE BEST FOODS, INC. 


"aga NTS Avenue A & 4th St., BAYONNE, N.J. - 2802 So. Kilbourne Ave., 
CHICAGO, ILL. - 1900 Bryant St., SAN FRANCISCO, CAL. 


CHURNED BY THE BEST 
HELLMANN'S AND BEST 


FOODS, INC., MAKERS OF 
FOODS REAL MAYONNAISE 


plants most convenient to you. 
Or write us at 88 Lexington Av- 
enue, NewYorkCity, NewYork. 
We'll gladly answer any ques- 
tions you may have. 
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ized at Gainesville June 28, has elected Dr. W. D. Cagle, Gaines- 
ville, temporary President. 

Dr. Neil M. Akers, Macon, has been made Health Commissioner 
of Emanuel County. 

Dr. William B. Buckner, formerly of Moss Point, Mississippi, 
has been made Health Officer of Dougherty County, succeeding 
Dr. Thomas W. Collier, resigned. 

Dr. James Moss Beeler, formerly of Spartanburg, South Carolina, 
has been made Superintendent of Grady Hospital, Atlanta. 

Dr. Ralph Mosteller, formerly of Spartanburg, South Carolina, 
has been made Director of the Division of Cancer Control of the 
State Department of Health, Atlanta. ° 

Dr. J. R. Childs announces the association of Dr. Guy Arthur 
Myers for the practice of diseases of the eye, ear, nose and throat. 

Dr. J. L. Bennett, formerly of Trion, has moved to Acworth. 

Dr. W. C. Waters and Dr. A. Park McGinty, Atlanta, announce 
their association for the practice of internal medicine. 

Dr. Arthur J. Merrill announces his association with Dr. Stewart 
Roberts and Dr. E. Van Buren, Atlanta, for the practice of internal 
medicine. 

Dr. H. T. Edmondson, Moultrie, announces the association of 
Dr. R. E. Stegall for the practice of medicine and surgery. 

Dr. Taylor Burgess, Atlanta, has resumed the practice of medicine 
with offices in the Medical Arts Building. 

Dr. Charles E. Boynton and Dr, Charles E. Boynton, Jr., At- 
lanta, announce their association for the practice of medicine with 
offices in the Doctors Building. 

Dr. Walter R. Holmes, Atlanta, announces the association of 
Dr. Eugene Hauck with offices in the Doctors Building. 

‘ Dr. John L, Gallemore, formerly of Eastman. has moved to 
erry. 

Dr. Francis Burton Blackmar, Columbus, and Miss Elizabeth Ann 
Standard, Tignall, were married July 10. 

Dr. Harold Wright Muecke, Macon. and Miss Marian Hawk, 
Rimersburg. were married June 11. 


DeaTHs 


Dr. Walter Henry Rose, Wrightsville, aged 48, died June 28. 
Dr. William A. Webb, Lithonia. aged 62, died July 1. 
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Dr. Charles Hugh Wilcox, Fitzgerald, aged 63, died recently of 
coronary occlusion. 

Dr. James William Roberts, Atlanta, aged 52, died recently of 
carcinoma of the lungs. 

Dr. Thomas B. Miller, Richland, aged 84, died in June of 
pneumonia. 


KENTUCKY 

The Kentucky State Medical Association will meet in Louisville 
October 3-6. 

The Rockcastle County Medical Society recently reorganized, 
electing the following officers for the coming year: Dr. Nevil M, 
Garrett, Brodhead, President; Dr. Thomas A. Griffith, Mount 
Vernon, Vice-President; Dr. Lee Chesnut, Mount Vernon, Secre- 
tary. 

Dr. Otis R. Lynch, Brandenburg, formerly Health Officer of 
Meade County, has resigned to enter private practice in Marengo, 
Indiana. 

Dr. Ollie M. Goodloe, Maysville, formerly Health Officer of 
Mason County, has resigned and been made Field Director of the 
State Board of Health for Eastern Kentucky, with headquarters 
in Lexington. 

Dr. Chadwick W. Christine, Louisville, has been made Health 
Officer of Mason County. 

Dr. Charles F. Wood, Louisville, has opened offices in the 
Heyburn Building for the practice of orthopedics. 

Dr. Silas H. Starr, Louisville, announces the association of Dr. 
Edwin P. Solomon for the practice of gynecology and obstetrics. 

Dr. W. Barnett Owen, Louisville, announces the association of 
Dr. W. McDaniel Ewing. 

Dr. Clarke Paul Pennington, Vanceburg, and Miss Marjorie 
Marie Burns, Chattanooga, Tennessee, were married recently. 

Dr. Henry Murfree Carney, Murray, and Miss Enid Lee Linden- 
berg, Nashville, Tennessee, were married recently. 


DEATHS 
Dr. John Whittinton Gilbert, Lawrenceburg, aged 57, died May 
3 of cerebral hemorrhage. 


Continued on page 38 
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and convince yourself of the amazing difference! 


A Fluoroscopic Screen is one piece of equipment 
which the doctor does not have to buy on faith. He 
can try out any screen before purchasing—and 
judge its performance to his own satisfaction. 

Therefore, we urge you to have the Patterson 
Type B Fluoroscopic Screen demonstrated in your 
office —or put this screen in your frame for a week 
or two and give it a thorough trial. We know how 
much more brilliant this screen is. But you be the 
sole judge. 


Patterson 


INTENSIFYING FLvoroscoric 


At the same time, investigate the other out- 
standing advantages of this screen: 1. Operation 
at lower voltages and milliamperage; 2. Reduction 
of exposure; 3. Reduced wear and tear on 
equipment; 4. Apple-green: color which is easy on 
the eyes. 

Leading roentgenologists everywhere have 
advised us that this Type B is the brightest fluor- 
oscopic screen they have ever used. 

THE PATTERSON SCREEN CO., TOWANDA, PA., U.S. A. 
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Dr. Charles Garrard Daugherty, Paris, aged 66, died June 8 of 
hypertensive heart disease. 

Dr. John William Pinkert, Louisville, aged 73, died recently of 
carcinoma of the stomach and liver. 

Dr. Philip P. Hannah, Harrodsburg, aged 74, died recently. 

Dr. John Smith Redwine, Jackson, aged 75, died May 28. 

Dr. Patrick S. Humphrey, Ashland, aged 69, died May 10 of 
arteriosclerosis and pernicious anemia. 

Dr. James L. McDowell, Central City, aged 78, died recently 
of cerebral hemorrhage. 

Dr. Jesse Benjamin Manor, La Center, aged 83, died recently. 


LOUISIANA 


The American eal of Physicians will meet in New Orleans 
March 27-31, 

Col. Charles F. a New Orleans. will be one of the represent- 
atives of the American Association for the Advancement of Science 
at the Third International Congress on Malaria in Amsterdam, 
Holland. 

Dr. John Signorelli, New Orleans, has been made Medical Di- 
rector of the Orleans Parish School Board, succeeding the late 
Dr. Frederick L. Fenno, 

Dr. Christopher L. Mengis, Winnsboro, formerly Director of 
the Franklin Parish Health Unit, has been made Director of the 
Division for Services to Crippled Children in Louisiana. 

Col. Charles Franklin Craig, Medical Corps, U. S. Army, New 
Orleans, has retired as Professor of Tropical Medicine and Head 
of the Department of Tulane University School of Medicine and 
has been appointed Emeritus Professor. 

Dr. John William Bick. New Orleans, and Miss Minnie Martha 
Walters were married July 1. 


DEATHS 


Dr. Robert Hollingsworth Potts, 
August 22 from a heart attack. 

Dr. Caroline Mims, New Orleans, aged 64, died recently of 
carcinoma. 


New Orleans. aged 54, died 


The Tulane University 


of Louisiana 


School of Medicine 


CLINICS: 


During the week of October 24 to 
29, 1938, clinics will be given daily 


and evenings. Registration $5.00. 


For program and other information, 
write 


Director of Graduate Medical Studies 


1430 Tulane Avenue New Orleans, La. 


October 1938 


Dr. Robert Lee Riley, New Orleans, aged 75, died June 21 of 
shock and hemorrhage following an operation for abdominal cyst. 

Dr, Clinton Elmer Hunter, Jennings, aged 72, died June 1 of 
carcinoma of the cecum and ascending colon. 

Dr. Davidson Ker Texada, Alexandria, aged 59, died recently 
of coronary thrombosis. 


MARYLAND 


The Medical and Chirurgical Faculty of Maryland, Baltimore, 
has appointed the following committee on industrial health: Dr. 
Allen D. Lazenby, Chairman, Dr. Nathan B. Herman, Dr. William 
H. Howell, Dr. Raymond H. Hussey, Dr. Frank S. Lynn, Dr. 
Esther L. Richards, Dr. Robert H. Riley, Dr. Harry M. Robinson 
and Dr. Huntington Williams, all of Baltimore; Dr. Victor F. 
Cullen, State Sanatorium, Dr. William D. Noble, Easton, Dr. 
Edward P. Thomas, Frederick and Dr. Richard B. Norment, 
Jr., Hagerstown. 

Dr. Solomon Katzenelbogen, Baltimore, has been made Director 
of Laboratories and Research at St. Elizabeth’s Hospital, Washing- 
ton. 


DEATHS 


Dr. John C. Travers, 
coronary thrombosis 

Dr. Ernest Chestine Melton, Baltimore, aged 43, died recently 
of chronic myocarditis and nephritis. 

Dr. Flora Pollack, Baltimore, aged 72, died recently of mitral 
stenosis. 

Dr. Austin F. Robinson, Baltimore, aged 67, 
lymphosarcoma and bronchopneumonia. 

Dr. Allen J. Mason, Friendsville. aged 80, died recently of 
coronary occlusion. 

Dr. Charles H. Martin, 
chronic nephritis. 


Baltimore, aged 65, died June 11 of 


died recently of 


Baltimore, aged 77, died recently of 


MISSISSIPPI 

The Hattiesburg Clinical Society, which was organized recently, 
has elected the following officers for the coming year: Dr. 
Theophilus E. Ross, Jr., President; Dr. Richard H. Clark, Vice- 
President; Dr. Lawrence B. Hudson, Jr., Secretary; all of Hat- 
tiesburg. 

Dr. George W. Mast, formerly of Lexington, has been made Di- 
rector of the Washington County Health Department, succeeding 
=. John W. Shackelford, who has moved to Oklahoma City, Okla- 
oma. 

Dr. Benjamin A. Stafford, Jr.. formerly of Temple, Texas, has 
been made Health Officer for the Sharkey-Issaquena County unit. 

Dr. Robert Peyton Vincent, Jr., Yazoo City, and Miss Jane 
Haas were married July 

Dr. Ruben B. Baugh, 
married July 17. 

Dr. Homer Lamar Howard and Miss Dela Inez Bailey, both of 
Winona, were married recently. 

Dr. Wendell Holmes Cook, Philadelphia, and Miss Jane Eliza- 
beth Peneguey were married June 26. 


Polkville, and Miss Flora Walrod were 


DEATHS 


Dr. Oscar Lee Bailey, Ocean Springs, aged 68, died June 21 of 
carcinoma of the pancreas. 

Dr. D. Roy Hunt, Ellisville, aged 68, died recently. 

Dr. H. A, J. Watkins, Magee, aged 85, died recently. 

Dr. Albert I. Babendreer, Ocean Springs, aged 70, died June 20 
of mediastinitis. 

Dr. Joel Carl Dodson, 
cerebral hemorrhage. 

Dr. A. P. Alexander, Como, aged 63, died recently. 


Carthage, aged 57, died recently of 


MISSOURI 


The Mississippi Valley Medical Society met in Hannibal Septem- 
ber 28-30. 

Dr. Richard B. Schutz, Kansas City, was given the cash award 
of the Committee on Maternal Welfare of the State Medical So- 
ciety for the most appropriate article appearing in the State 
Medical Journal relating to obstetric care. 

Dr. Edwin Lee Miller, Kansas City, was given a certificate of 
merit from the University of Missouri Alumni Association. 

Dr, Frederick J. Taussig, St. Louis, has been made a member of 
the State Cancer Commission. 

The Northeast Missouri Medical Society, which was recently or- 
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EASTMAN ULTRA-SPEED SAFETY X-RAY FILM 


Excerpts from leading Medical Journals 


“The roentgenographic examination of the breast is a more 
useful diagnostic procedure than is generally appreciated. A 
diagnostic accuracy better than that resulting from macroscopic 
inspection of sections can be attained.””"—J. A. M. A., 108: 
871, 1937. 


“The roentgen examination of the breast will allow the early 
recognition of carcinoma, differentiate it from other lesions. 
definitely define its extension and outline its invasion of 
the surrounding structures, thus enabling a more nearly per- 
fect eradication ...”’—Soutu. M. J., 25:903, 1932. 


“Mammography is an efficient method of visualizing the breast 
by introducing contrast media into the small estuaries of the 
nipple or directly into the tumor mass. The contrast sub- 
stances clearly outline the milk ducts and the offending tumors, 
thus facilitating accurate diagnosis.””» —Surc., Gynec. & 
Osst., 64:603, 1937. 


The obvious excellence of the 
original radiograph reproduced 
on the reverse side of this page 
is due, first, to the knowledge of 
the radiologist; second, to the 
inherent qualities of Eastman 


Ultra-Speed X-ray Film. 


REFER YOUR PATIENT TO A 
COMPETENT RADIOLOGIST 
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EASTMAN KODAK COMPANY 
Medical Division— Rochester, N. Y. 
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LIPIODOL LAFAF 
DISTINCTIVE 

CON TRAS. T MEDIUM 

PRODUCING SHARP. UNDISTORTED RADIOGRAPHS 

The choice of a suitable contrast medium often determines the value © 

of the: diagnostic data which is yields, Lipiodol Lafay, a true iodized 


oil, representing an ofganic, Stable combination of 40% iodine with 
poppy seed oil, has numerous advantages. 


The original French iodized oil 6. Precise, clear cut, sharply outlined 
2. Contains no chlorine radiogtaphs 
2 3. Light amber color—helps detect 7. Facilitates diagnosis of many ob- 

sf deterioration scute conditions 


4. Bland and well’ toleraped even by Reveals pathologic conditions 
delicate tissues “which ordinary cannot 
5. Relatively non-irritating, nod-toxic visualize 
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ganized, has elected Dr. James R. Bridges, Kahoka, President, and 
Dr. Harold G. Pudleiner, Canton, Secretary. 

Dr. Bradford Cannon, St. Louis, and Miss Ellen DeNormandie, 
Lincoln, Massachusetts, were married recently. 


DeraTuHs 


Dr. George W. Toney, Piedmont, 
heart disease. 

Dr. Morgan M. Lane, Harviell, aged 80, died recently of cerebral 
hemorrhage. 

Dr. William Hackett Hines, Kansas City, aged 53, died May 26 
of cerebral hemorrhage. 

Dr, Edward Giles Blair, Kansas City, aged 71, died May 22 of 
heart disease. 

Dr. G. E. Lewellyn, Wayland, aged 79, died May 22 of senility. 

Dr. Lawrence Edward Gausepohl, St. Louis, aged 50, died July 5 
of edema of the brain, chronic nephritis and chronic myocarditis. 

Dr. Samuel Frank Abrams, St. Louis, aged 46, died June 26 
of thrombosis. 

’Dr. Silas Sanford, Palmyra, aged 78, died June 25 of carcinoma 
of the stomach. 


aged 83, died recently of 


NORTH CAROLINA 


Dr. C. H. White, Burnsville, has been made Health Officer of 
Catawba County Health Unit. 

Dr. Henderson Irwin, Eureka, was recently honored with a sup- 
per on his fifty-second birthday by citizens of the community. 

Dr. Gaston W. Rogers, Pittsboro, has been made Assistant Dis- 
trict Health Officer in charge of Chatham, Person and Orange 

unties. 

Dr. Fletcher R. Adams, formerly of Davidson, has been made 
head of the Union County Health Unit. 

Dr. Murray P. Whichard, Edenton, has oe made Craven 
—— Health Officer to succeed Dr. John S. Anderson, New 


Dr. G. E. Vermilya, formerly of Richmond, Virginia, has been 
made Chief Surgeon of the Hickory Memorial Hospital, Hickory, 
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to succeed Dr. H. L. Johnson, who has been made Chief Surgeon 
at Catawba General Hospital. 

Dr. Leon H. Feldman, formerly of Oteen, has moved to Ashe- 
ville and opened offices in the Flatiron Building. 

Dr. J. B. Anderson, Asheville, has opened offices in the Arcade 
Building. 

Dr. J. C. McGowan, Asheville, has opened offices in the Medi- 
cal Building. 

Dr. Joseph M. Hitch, Raleigh, has opened offices in the Profes- 
sional Building. 

Dr. Almon R. Cross, Deen: and Miss Doris Ellen Brown, 
Goldsboro, were married June 5. 

Dr. Malcolm Shields Dickson, Oakboro, and Miss Frances Eliza- 
beth Boyette, Ahoskie, were married July 23. 

Dr. Carroll Vance Willis, Morehead City, and Miss Norma Lucile 
Askew mere married June 5. 

Dr. William Cooper Hunter and Miss Martha Elizabeth Cheat- 
ham, both of Wilson, were married June 25. 


DEATHS 


Dr. William Cobb Whitfield, Salisbury, aged 77, died recently of 
cerebral hemorrhage. 

Dr. Raymond Victor Yokely, Thomasville, aged 53, died May 13 
of abscess of the pancreas, fedal fistula and chronic intestinal 
obstruction. 

Dr. Gaston Edward Dudley, New Bern, aged 38, died recently 
of cardiorenal disease. 

Dr. W. L. Lambert, Asheboro, aged 45, died July 17. 

Dr, John Blois Watson, Raleigh, aged 53, died July 15. 

Dr. James E. Patrick, Bahama, aged 67, died July 28. 


OKLAHOMA 


Dr. C. E. Williams, Woodward, has returned after taking post- 
graduate work in Denver. 

Dr. C. M. Bloss, Jr., Okemah, has taken over the office and 
practice of his father, Dr. C. M. Bloss, deceased. 
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The Western. Oklahoma Charity Hospital recently had installed 
new x-ray equipment valued at $7,500. 


DEATHS 


Dr. George Ignatius Lythcott, Tulsa, aged 52, died recently. 

Dr. Oscar Louis Lennard, Atoka, aged 60, died June 17. 

Dr. Frank Scofield Skemp, Talihina, aged 54, died June 6 of 
myocarditis. 

Dr. Frederick Barber Meek, Oklahoma City, aged 65, died 
June 22 of coronary thrombosis. 

Dr. Andrew Jefferson Hoover, Wynne Wood, aged 77, died June 
22 of cerebral hemorrhage. 


SOUTH CAROLINA 


The Journal of the South Carolina Medical Association for July 
was dedicated to Dr. Edgar A. Hines, Seneca, for his many years of 
service to ‘organized medicine. Dr. Hines was also honored at the 
recent meeting of the State Medical Society at Myrtle Beach, 
when he was presented with a silver tray, pitcher and goblets. 

Dr. Thomas K. Fairey, Johnston, has been made Health Officer 
of Union County. 

Dr. Richard M. Street, Laurens, has resigned as Health Officer 
of Abbeville and Laurens Counties. 

Dr. James L. Mims, Chester, has been made Health Officer of 
Jasper County to succeed Dr. John B. Wallace, Fountain Inn, who 
has returned to private practice. 

Dr. Richard K. Brown, formerly of Alto, Georgia, has been 
made Superintendent of the Greenville County Tuberculosis Hos- 
pital, Greenville. 

Dr. Josiah S. Matthews, Denmark, and Dr. George R. Wilkinson, 
Greenville, have been made members of the State Board of Medical 
Examiners for terms of four years, 

DEATHS 

Dr. Ryan Alfred Gyles, Blackville, aged 67, died June 26 of 
coronary occlusion. 

Dr. James Glover Tompkins, Edgefield, aged 85, died June 12 
of senility, 

Dr. Frank Harold Boyd, Allendale, aged 69, died August 9. 


TENNESSEE 


Dr. Harrison H. Shoulders, Nashville, Secretary of the Tennessee 
State Medical Association and Editor of the Association’s Journal, 
who was elected Speaker of the House of Delegates of the American 
Medical Association at the San Francisco session, was honored at a 
dinner recently by the Nashville Academy of Medicine. 

Dr. W. T. Rainey, formerly of Brownsville, has been made 
Health Officer of Lake County to succeed Dr. James P. Moon, 
Tiptonville. 

Dr. Earl P. Bowerman, Trenton, has been made Health Officer 
of Gibson County. 

Dr. J. W. Erwin, Savannah, has been made Health Officer of 
Giles County, 

Dr. R. L. Sanders, Memphis, has been made President-Elect of 
the Southeastern Surgical Congress. 

Dr. William North Dawson, Murfreesboro, and Miss Mary 
Frances Monroe, Russellville, were married in June. 

Dr. James Wesley McKinney and Miss Eleanor Trezevant, both 
of Memphis, were married July 20 

Dr. Glea Vaughn Stanton, Limestone, and Miss Cleo Dell 
Johnson, Memphis, were married July 17. 

Dr. Ivan Ward Gessler, McMinnville, and Miss Vera Field, 
Shaw, Mississippi, were married in June. 

Dr. James Newburn Burch, Shelbyville, and Miss Sara Mc- 
Quiddy Cortner, Bell Buckle, were married recently. 

Dr. Joseph Clayton Wood, Nashville, 2nd Miss Sarah Helen 
Hamilton, Birmingham, Alabama, were married June 25. 


DEATHS 


Dr. V. D. Holloway, Knoxville, aged 54, died June 24. 

Dr. W. S. Farmer, Nashville, aged 71, died August 5. 

Dr. Preston Theodore Rhoads, Howell, aged 75, died recently 
of cerebral hemorrhage. 

Dr. James J. Upshaw, Hartsville, aged 80, died recently of perni- 
cious anemia. 

Dr. Pinckney K. Carson, Hohenwald, aged 82, died recently. 

Dr. Lemuel F. Loggins, Charlotte, aged 54, died May 6 6 of 
septicemia. 
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WHERE DIAGNOSIS 
IS DOUBTFUL 


Matinutrition 


May Be the Root of the 
Evil 


PRESCRIBE 
VI-SYNERAL 


McLESTER! asks, “Is it not possible 
that a great deal of the vague ill 
health seen today .. . is produced 
by marginal diets in which the 
quotas of minerals and vitamins are 
grossly suboptimal?’ LBAGUE OF 
NATIONS? answers, Commis- 
sion recognizes the fact that the 
deficiencies of modern diets are 
usually in the protective foods (foods 
rich in minerals and vitamins).” 
That evasive diagnosis, where 
you are unable to place your finger 
on the exact ailment or cause of the 
patient's ill health, may very well 


Cu Zn 


The original scientific 
-formuta of Vi-Syneral, 


pictured above in sym- 


bolic form, was devel- 
affer 26 years of — 


vitamin-mineral re- 
search by Dr. Casimir 
Funk and Dr. H. E: Dubin. 


be due to a lack of protective 
vitamins and minerals, proven 
inadequate in the average diet. 


Minerals with Vitamins 
Give Optimal Results 


VI-SYNERAL* contains all the defi- 

nitely recognized vitamins, fortified 

with eight essential minerals 

because 

.. vitamins need one another for 

best results 

... Minerals are essential to optimal 
vitamin effectiveness 

... vitamin and mineral deficiencies 
are multiple. 

There is a standardized Vi-Syneral 
potency for every age group. Each 
box of 50 capsules equals the 
vitamin and mineral value of hun- 
dreds of pounds of fresh vegetables, 
fruit, milk and other foods. 


*Trade Mark Reg. U.S. Pat. Off. 


‘1Southern Medical Jl., August, 1938. 


2Report of League of Nations Health 
Committee, Dec. 6, 1935. 


Comprehensive Vitamin Manual and Samples Upon Request 


U.S. VITAMIN CORPORATION 


250 EAST 43rd STREET 


NEW YORK, N. Y. 
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VEGEX-VITAFOOD DRIED BREWERS’ YEAST 
BIOLOGICAL ASSAY 


We have furnished the bulk—over four million pounds—of the dried brewers’ yeast for 
the treatment of pellagra throughout the South, particularly since the Mississippi flood in 1927. 
All selling is through health officials and neighborhocd physicians, with supplies going through 
wholesale and retail dealers, except for health department use. 

It has been furnished, as Dr. Goldberger requested, ‘at a price the poor can pay.” This, 
and directing the work entirely throught health officials and physicians, helps to demonstrate 
that, even during the depression and among people with low incomes, the successful treatment 
of a disease like pellagra can be put onto a self-sustaining basis, out of private effort after the 
start from public agencies and relief funds. 

A questionnaire was sent physicians in the pellagra sections and a summary of all the re- 
plies is given here. 


VEGEX-VITAFOOD DRIED BREWERS’ YEAST 


There are two types of Vegex-Vitafocd Dried Brewers’ Yeast, the Green Label, contain- 
ing some of the hop flavor, and the Red Label, containing less hop flavor and in more 
palatable form. Current feeding tests show 50 International B: and 40 plus Shermzn-Bourquin 
B: units per gram, as shown in Chart I. From 3% to 4% in a B complex free ration gives con- 
tinued normal growth, reproduction and successful rearing with test animals (Albino rats), Chart 
II. The only sure test for the P-P (pellagra-preventing) fzctor G, is the man test. Vegex-Vita- 
food Dried Brewers’ Yeast has stood this test in many thousands of cases. One antipellagric man 
unit, per ounce, seems to be indicated from the use and results reported by health officials and 
physicians. 


+t 


VEGEX-BREWERS’ YEAST EXTRACT 


Vegex is the autolyzed extract of brewers’ yeast, comparably potent in the B vitamin com- 
plex and particularly high in the extrinsic factor (anemias) and in food iron. The vitamin 
and mineral values of the brewers’ yeast are in more palatable and available form. Its meat- 
like flavor (meat-free) has wide use in the diets of patients and in the feeding of children. It 
is easily borne. 

Samples of Vegex and this dried brewers’ yeast in tablet or powder form will be sent on 
request. 


VITAMIN FOOD CO., INC. VEGEX, INCORPORATED 
122 Hudson Street, New York, N. Y. 
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VEGEX-VITAFOOD DRIED BREWERS’ YEAST MAN TEST 
Composite Reply from 487 Physicians in Pellagra Sections 


. Do you use Vita-Food or other dried brew- 
ers’ yeast in the treatment of pellagra? 


91.1% use Vita-Food Dried Brewers’ Yeast. 


5. Have you noticed the prevalence of pellagra 
in one section and not in another? 
57.4% sectional; 35% no. 

2. What is the average amount daily indi- ¢ 
cated? 


Ranging from % to 1 oz., 42.6%; 2 to 3 
oz., 19.7%; 3 to 16 oz., 14.4%. 


. Do you think the mineral content of the 
soil has anything to do with it? 


53% no; 39% yes. One comment was, 
“the mineral content of the pocketbook.” 
. What other basic changes in the diet are 

7. What other disorders usually accompany 


More water, citrus and other fresh fruits, 
green leafy vegetables, milk, lean meats, 
eggs, more proteins, all vitamins, higher 


calories. 


4. Have you noticed aggravation with exces- 


sive sun? 
83% yes; 9% no. 


BOTH STARTED 
B- VITAMINS 


168 


PER DAY EACH DAYS 


224 


Chart II shows the high vitamin B complex 
potency of Vegex-Vitafood Dried Brewers’ 
Yeast; that an extra amount of the B vitamins 
—all—are necessary for the successful rearing 


of the young. 


VITAMIN FOOD CO., INC. 


122 Hudson Street, New York, N. Y. 


. What can this Company do in your city, 


pellagra? 


In addition to the characteristic dermato- 
logical, neurological and gastro-intestinal 
manifestations, some eighty-one other dis- 
orders are noted, indicating that pellagra 
induces a general break-down. 


. If you care to give it, what other treatment 


is indicated? 


Dried brewers’ yeast is the outstanding 
treatment, in addition, arsenic, cacodylate 
of soda, cod liver oil, hydrochloric acid 
hypodermically, intravenously or dilute, liv- 
er extract. 


town or county to aid in furthering the in- 
creasingly recognized truth that human suf- 
fering from disease and the decrease in the 
death rate can be had by bringing people 
to realize that they should take the human 
body to the physician where accurate diag- 
nosis and all needed treatment can be had, 
just like they take their watch to the 
jeweler? 


Typical replies were: 


“Your Company has done a great work al- 
ready, by selling yeast at a price the poor 
can pay.” 


“Intelligently advertise to the public, so 
ey will not use patent medicines or quack 
doctors.” 


“Sell your goods as cheaply as possible, 
for as a rule, very poor people have most 
of the pellagra and are not able and can 
not pay for high priced drugs.” 


“Educate them that it is very necessary to 
have good health.” 


VEGEX, INCORPORATED 
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Continued from page 42 


Dr. James William Thomas, Cross Plains, aged 60, died June 21 
of cerebral embolism and pulmonary embolus following a cholecyst- 
-ectomy. 

Dr. John G. McClellan, Bristol, aged 75, died May 20. 


TEXAS 


The Postgraduate Medical Assembly of South Texas will meet 
in Houston November 1-3. 
The Southwest Texas District Medical Society has elected the 


Tested in 1213 Cases* 


CLEAN, PLEASANT ODOR 
NON-IRRITATING 
RAPIDLY EFFECTIVE 


If you would like to give it a 
test, send 20c to cover hand- 
ling and we will mail enough 
for one adult treatment. 


* Reprint on request. 


UPSHER SMITH CO 
MINNEAPOLIS, MINN. 
PRODUCERS OF 
FINE DIGITALIS PRODUCTS 


UPSHER SMITH 
Papolis, i 


“Miesco” Ointments 


Ophthalmic Ointments a specialty for thirty- 
seven years. ‘“MESCO” Ointments include the 
most complete line of Ophthalmic & Nasal Oint- 
ments. Specify “MESCO” when ordering. We 
encourage your request for samples. 


Manhattan Eye Salve Co. 
Louisville, Ky. 
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following officers for the coming year: Dr. C. F. Crain, Corpus 
Christi, President; Dr. George Holmes, Gonzales, Vice-President 
from the Fifth District; Dr. G. W. Edgerton, Harlingen, Vice- 
President from the Sixth District; Dr. W. W. Bondurant, Jr., San 
Antonio, Secretary-Treasurer. 

Dr. J. L. Wright, Clarksville, has been made President of the 
Red River County Medical Society, filling the vacancy created by 
the death of Dr. C. D. Scaff, Clarksville. 

Dr. Robert B. Homan, Jr., El Paso, has been made Secretary- 
Treasurer of the American College of Chest Surgeons. 

Dr. Webb Walker, Fort Worth, has been made Chairman of the 
Board of Managers of the City-County Hospital. 

Dr. William S. Carter will retire this year as Dean of the Uni- 
versity of Texas School of Medicine, Galveston. 

Dr. R. L. Cherry, Kaufman, has been made Director of the 
Tyler-Smith County Health Unit, succeeding Dr. Austin E, Hill, 
resigned, who has been made Director of Communicable Diseases, 
Epidemiology and Maternal and Child Health of the City Health 
Depzrtment, Houston. 

Dr. W. A. King, San Antonio, is President of the Health Forum 
which has been recently organized in San Antonio. 

Dr. William D. Gill, San Antonio, recently resigned as Chairman 
cf the San Antonio Board of Health. ¥ 

Dr. D. M. Rumph, Fort Worth, has been made a member of 
the City-County Hospital Board. 

Dr. Robert W. Taylor, Lufkin, has been made Health Officer of 
Lufkin, to succeed Dr. Denman C. Hucherson, resigned, 

Dr. Don Price has been made Health Officer of Athens, suc- 
ceeding Dr. John K. Webster. 

Dr. Isaac F. Hudson has been made Health Officer of Stamford 
to succeed Dr. Nathan H. Bickley, deceased. 

Dr. W. M. Smith, Midland, has returned after taking postgrad- 
uste work at Rochester. 

Dr. T. L. Morgan, Midland, has returned after taking post- 
graduate work in Vienna, Austria. 
= -" Asa Beach, San Antonio, is studying cancer therapy in New 

ork. 

Dr. T. H. Funk, Weatherford, is taking postgraduate work in 
Chicago. 

Dr. C. C. Brannon has moved from Waco to West. 

Dr. F. Fred Freeland has moved from Dallas to Sulphur 
Springs. 

Dr. Joseph C, Magliola has moved from Houston to Dickenson. 
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Classified Advertisements 


ASSISTANCE OFFERED TO MEDICAL WRITERS. Research. 
Abstracts. Translations (all languages). Papers prepared from 
author’s data. Ten years’ experience with leading physicians and 
appointments on medical journals of highest standing. I employ 
no assistants; all my work is done personally and is reliable. 
—— Carpenter, 1801 Sixteenth St, N. W., Washing- 
ton, 


To Assure Quick Dependable Response 


Discriminating Physicians are Prescribing 
the easily soluble 


DUBIN AMINOPHYLLIN 


American Made from American Materials 


H.E.DUBIN LABORATORIES 
250 E.43% St. New York. N.YV. 
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A regimen for control of certain types 
of Constipation 


ONTROL of constipation in- 
volves two important factors: 
proper balance of the water con- 
tent of the fecal mass and the res- 
toration of normal peristalsis. 
Mucilose fills both requirements, 
for its bland bulk initiates peristal- 
sis without irritation, and its abil- 
ity to hold water in the bowel 
assures proper fecal consistency. 
Mucilose is a hemicellulose (veg- 
etable gum) prepared from the 


Plantago loeflingii. Administration 
of Mucilose should be accompanied 
by copious water intake, to take 
advantage of the hygroscopic prop- 
erties of Mucilose, and insure 
proper hydration of the feces. 

Available as Mucilose Flakes 
and Mucilose Granules, Mucilose 
is as easy to take as a breakfast 
food—insures the patient’s co- 
operation throughout the period 
of treatment. 


FREDERICK STEARNS & COMPANY 


Detroit New York 


Kansas City San Francisco 


Windsor, Ontario Sydney, Australia 


FREDERICK STEARNS & COMPANY 
Detroit, Michigan 


Dept. S.M. 10 


Please send me a supply of Mucilose for clinical test. 
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Dr. C. C. Wilson has moved from Pampa to Miami. 

Dr. E. T. Anderson has moved from Corpus Christi to Fort 
Benton, Montana. 

Dr. W. C. Barksdale has moved from Saint Jo to Mount Vernon, 
Missouri. 

Dr. R. L. Cherry has moved from Kaufman to Tyler. 

Dr, Thomas N. Dyson has moved from San Antonio to Grand 
Junction, Colorado. 

Dr. Conrad Frey has moved from Lockney to Silverton. 

Dr. L. P. Hightower has moved from Fort Worth to Abilene. 

Dr. Harry Jacobson has moved from Lubbock to Slaton. 

Dr. Earl Jones has moved from Brownwood to Alexandria, 
Louisiana. 

a Robert Ray Lee has moved from Sipe Springs to San An- 
gelo. 

Dr. Robert E. Mann has moved from Laredo to Pleasanton. 
Dr. W. A. Ostendorf has moved from San Antonio to Austin. 
Dr. J. W. Poulter has moved from Odessa to Dallas. 

Dr. L. E. Silverthorn hes moved from Fort Sam Houston to 
Goliad. 

Dr. B. A. Stafford has moved from Temple to Rolling Fork, 
Mississippi. 

Dr. George K. Stephens has moved from Sherman to White- 
wright. 

Dr. S, T. Trice has moved from Mabank to Odessa. 

Dr. George W. Wilhite, Corsicana, and Miss Clara L. Mitchell, 
Taylor, were married recently. 

Dr. A. M. Dashiell, Bryan, and Miss Margaret Johnson, Mexia, 
were married June 30. 

Dr. G. R. Manske, Texas City, and Miss Hallie Andrews, Wichita 
Falls, were married June 25. 


DEATHS 


Dr. Theodore Young Hull. San Antonio, aged 77, died June 30 
of multiple hemorrheges of the pons. 
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Dr. Frank Nott Danforth, Texas City, aged 55, died July 16 
of heart disezse. 

Dr. Roy T. Goodwin, San Antonio, aged 50, died July 12 of 
brain tumor. 

Dr. John Raymond Lehmann, Dallas,.aged 58, died recently, 

Dr. Milton Louis Brenner, Houston. aged 45, died June 21 of 
chronic glomerular nephritis with hypertension. 

Dr. Robert R. Curtis, Temple, aged 67, died July 20 of malig. 
nancy and mesenteric thrombosis. 

Dr. G. D. Moore Lambdin, Electra, aged 54, died June 25 of 
lymphosarcoma. 

Dr, Edward Fyndall Wright, Greenville, aged 64, died July 9 of 
heart disease. 

Dr. Walter Duke Ellis, Plano, aged 69, died June 14 of cirrhosis 
of the liver and gastric hemorrhage. 

Dr. Robert Huges Millwee, Dallas, aged 54, died June 22, follow- 
ing rupture of the gallbladder, 

Dr. Floyd Nicholson Shipp, Goodrich, aged 59, died June 15 of 
injuries received in an automobile accident. 

Dr. Kenneth W. Sneed, Wortham, aged 68, died June 26. 

Dr, Nathaniel J. Pickett, Milford, aged 70, died June 27 of 
uremia. 

Dr. Walter C. Palmer, Ranger, aged 57, died July 7. 

Dr. Quinn Worth Gard, Seguin, aged 35, died July 20. 

Dr. Thomas Jefferson Blackwell, Nacogdoches, aged 65, died 
recently. 

Dr. Marshall Baber Saunders, Waco, aged 67, died recently of 
myocarditis, nephritis and chronic hypertrophic prostatitis. 

Dr. George N. Thomas, Presidio, aged 60, died recently. 

Dr. William R. Newton, Cameron, aged 64, died recently of 
coronary thrombosis. 

Dr. Thomas Frank Miles, Lorena, aged 80, died recently of carci- 
noma of the kidney. 

Dr. James William Webb, Hedley, aged 55, died recently of 
coronary thrombosis. 


Continued on page 50 


Just as a chain is no stronger than 
its weakest link, a bloodpressure 
instrument is no better than its 
inflation system. Actually the 
inflation system alone of any 
bloodpressure instrument repre- 
sents about 20% of its value. 


The Baumanometer is now crease in 
equipped with an inflation system 
—bag, bulb and tubing— made 


entirely from pure liquid LATEX. 


features, 


ti 


STANDARD FOR BLOODPRESSURE 


W. A. BAUM CO. 


Inc. 


The Baumanometer with this 
LATEX inflation system at no in- 


other exclusive and desirable 


ever before! 


with the Raumanometet 


Made by the Anode dipped 
process, LATEX is seamless and 
possesses properties of elasticity, 
ruggedness and lasting qual- 
ities never before obtainable. 


223% 


cost and with its many 


fe 


is a better buy than 


NEW YORK 
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HEOMINAL gradually lowers high tension without a dramatic fall in blood 
pressure, and the effect persists even during prolonged administration. 


The beneficial influence of Theominal is manifested by reduction of dyspnea, 
vertigo, headache, precordial pain, oppression in the chest and other symp- 
toms of hypertension. The accompanying nervousness is allayed and there 
is an improvement in the general condition of the patient. 


Theominal treatment can usually be kept up indefinitely without harmful 
consequences (but the possibility of individual idiosyncrasy to the barbiturates 
should be duly considered). When improvement has been maintained for a 
time, the daily dose may be reduced or the medication may be interrupted 
at intervals or entirely suspended until its resumption is indicated. 


Each tablet of Theominal contains theobromine 5 grains and 

Luminal (Winthrop brand of phenobarbital) 42 grain. The customary 

dose is 1 tablet three times daily; later, when improvement sets 
in, the dose may be reduced to 2 tablets daily. 


Supplied in bottles of 25, 100 and 1000 tablets 


Theominal 


Reg. U. S. Pat. Off. & Canada 
For Relief of High Blood Pressure 


WINTHROP CHEMICAL COMPANY, INC. 
Pharmaceuticals of merit for the physician 
NEW YORK, N. Y. WINDSOR, ONT. 
Factories: Rensselaer, N. Y. — Windsor, Ont. 
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Dr. James William Thomas, Cross Plains, aged 60, died June 21 
of cerebral embolism and pulmonary embolus fol!owing a cholecyst- 
ectomy. 

Dr. John Preston, Austin, aged 86, died June 27 of acute cystitis 
and septicemia. 

Dr. David C. Homan, Oglesby, aged 55, died June 4. 

Dr. Greenbery Kates Talley, Tyler, aged 79, died recently. 

Dr. William Bell Meredith, Pearsall, aged 87, died in May. 


VIRGINIA 


The Dickenson-Buchanan County Medical Society has elected 
the following officers for the coming year: Dr. W. A. Carr, Har- 
man, President; Dr. T. C. Sutherland, Haysi, Secretary-Treasurer. 

The Augusta County Medical Society has elected the following 
officers for the coming year: Dr. Wilbur M. Phelps, Staunton, Pres- 
ident; Dr. H. B. Webb, Waynesboro, Dr. Guy R. Fisher, Staunton, 
Dr. A. M. McLaughlin, Waynesboro, Vice-Presidents; Dr. Alex. F. 
Robertson, Jr., Secretary. 

The Scott County Medical Society has elected the following 
officers for the coming year: Dr. C. Fugate, Clinchport, 
President; Dr. V. W. Quillen, Nickelsville, Vice-President; Dr. J. 
M. Dougherty, Jr., Gate City, Secretary-Treasurer. 

The Virginia Society of Ophthalmology and Otolaryngology has 
elected the following officers for the coming year: Dr. Charles T. 
St. Clair, Bluefield, West Virginia, President; Dr. Karl S. Black- 
well, Richmond, Vice-President; Dr. Mortimer H. Williams, Roan- 
oke, Secretary. 

The Fauquier County Medical Society has elected the following 
officers for the coming year: Dr. W. O. Bailey, Leesburg, Presi- 
dent; Dr. Stewart McBryde, Manassas, Dr. Walter G. Trow, 
Warrenton, Vice-Presidents; Dr. Wm. R. Pretlow, Warrenton, 
Secretary-Treasurer. 

Dr. Hugh C. Henry, Petersburg, has been made Director of a 
central office: for the supervision of the State Hospitals and the 
Colony for the Epileptic and Feeble-minded. 
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Dr. J. N. Dudley, Eastville, has been made Health Officer 
at the Southside Health District, with headquarters in Farm- 
ville. 

Dr. William Y. Garrett, Raven, has been made Health Officer 
of the Northampton County Health Department. 

Dr. Eugene Bowie Shepherd, Chatham, hes been made Assistant 
Health Officer of the Pittsylvania County Health Department. 

Dr. Charles H. Bondurant, formerly of Bedford, has been made 
Health Officer of the Wythe County Health Department. 

Dr. Thomas Wheeldon, Richmond, has been made a member of 
the American Rheumatism Association. 

Dr. H. C. Henry, formerly of Petersburg, has moved to Rich- 
mond, with offices in the Clinic Building, Medical College of 
Virginia. 

Dr. Meade S. Brent, Petersburg, has been made Superintendent 

of Central State Hospital. 
_ The Medical College of Virginia, Richmond, has made the follow- 
ing promotions in the faculty for the 1938-39 session: Dr. Stuart 
Michaux, Professor of Gynecology; Dr. R. H. Courtney, Professor 
of Ophthalmology; Dr. R. Finley Gayle, Professor of Neuropsy- 
chiatry; Dr. Thomas W. Murrell, Professor of Pediatrics; Dr. 
William D. Suggs, Assistant Professor of Gynecology. 

The Medical College of Virginia, Richmond, in recognition of 
the many years of splendid service to the School, has made the 
following Professors Emeritus upon their retirement July 1: Dr. 
St. George T. Grinnan, Emeritus Professor of Pediatrics; Dr. Emory 
Hill, Emeritus Professor of Ophthalmology; Dr. E. P, McGavock, 
Emeritus Professor of Dermatology and Syphilology; Dr. Charles 
R. Robins, Emeritus Professor of Gynecology; Dr. Beverley R. 
Tucker, Emeritus Professor of Neuropsychiatry. 

Dr. Sidney Trattner, Richmond, has moved into the Central 
National Bank Building for the practice of diseases of the eye. 

Dr. Joseph M. Hitch, formerly of Charlottesville, has moved 
to Raleigh, North Carolina. 

Dr. H. G. Hudnall, Covington, has opened offices in the Dew 
Building for the practice of internal medicine. 
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Worthy of 
Your Trial 


In many difficult cases of infant feed- 
ing, Horlick’s the Original Malted Milk 
has been found satisfactory because of 
these advantages: 

1. Well modified—the natural ingre- 
dients have been thoroughly processed. 
2. Pre-cooked and partially predigested. 
3. Curds are soft and have low tension. 
4. A minimum, adequate and easily di- 
gested proportion of protein and fat. 
5. Its carbohydrates are easily assimilated 
in forms which discourage intestinal 
putrefaction. 
6. Milk from tuberculin tested herds, pre- 
pared by an original and time-tested 
process. 


Horlick’s Malted Milk is scientifi- 
cally prepared from full-cream milk, 
plus extracts of choice wheat and 
malted barley. It, therefore, con- 
tains the minerals and vitamins of 
the grains as well as of milk. 


Send for Trial Supply 


Horlick’s Malted Milk Corp. 


Racine, Wis. 
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Sentral US. Pat. 1,980,236-Forelan Pats. Allowed 
is the only injectable sulfur granted United States and Foreign patents 
Sulisocol is an alkaline and stable protected colloid Sulisocol Hyposols are supplied in Ampuls of 
sol, containing 10 Mgm. of total sulfur per cc. 2 cc (20Mgm.) 4c (40 Mgm.) 
The following report was received from a promi- 3 cc (30 Mgm.) 5 cc (50 Mgm.) 
nent Arthritic Clinic in Arizona: 
| “Far advanced ascending spondylitis. Patient com- Literature and reprints mailed upon request. 
| pletely bedridden for 3 years. Nail changes typical 
and far advanced. Surgically removed at the time 
the treatment was started. After 10 weeks nails com- 
| ing in were in all instances very markedly improved. 
Patient’s general condition was somewhat better, » 
characterized by increased shoulder movement and 
diminished small joint pain.” 
Sulisocol is a detoxicating agent and a builder of 
complex sulfur compounds. The injections rarely 
cause pain or reactions. Bee. 1913 
THE DRUG PRODUCTS CO., Inc. 
26-41 Skillman Ave., Long Island City, New York 
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Dr. W. P. Stephens, Charlottesville, has opened offices for gen- 
erel practice and surgery. 

Dr. Frank A. Strickler, formerly of Radford, has moved to 
Roanoke. 

Dr. Ayer C. Whitley, form:rly of Montana, has moved to 
Palmyra. 

Dr. Thomas N. Spessard. formerly of Roanoke, has moved to 
Norfolk, where he will be associated with Dr. Frank H. Redwood 
with offices in the Wainwright Building. 

Dr. J. M. Habel, Jr., formerly of Richmond, hzs moved to 
Franklin, where he will be associated with Dr. J. C. Rawls. 

Dr. James P. Baker, Jr., Richmond, has moved his office to West 
Franklin Street. 

The Medical College of Virginia, Richmond, has received a 
grant of $880,623 from the Public Works Administration towards 
the construction of a new sixteen-story hospital and the rehabilita- 
tion of the historic Egyptian Building. 

Dr. C. Pace Bailey, Richmond, and Miss Isabell Allegree, Char- 
lottesville, were married July 24. 

Dr. Robert Owen Canada, Jr., Charlottesville, and Miss Julia 
Dent Salter, Anniston, Alabama, were married in July. 

Dr. Louis Philip Bailey, Nathalie, and Miss Telia Barner Barks- 
dale were married June 18. 

Dr. Charles M. Clendenen and Miss Helen Boucher, both of 
Damascus, were married in June. 

Dr. Robert D. Bickel. Roanoke, and Miss Louise Bigony, Balti- 
more, were married in June. 

Dr. Andrew Matthews McLaughlin, Waynesboro, and Miss Betty 
Watkins Martin, Catawba Sanatorium, were married August 27. 

Dr. Clarence Conway Chewning, Jr., Bowling Green, and Miss 
Alice Louise Thompson, Richmond, were married July 26. 

Dr. Lewis Betty Staton and Miss Jeanette Bryce, both of Rich- 
mond, were married August 2. 


DEATHS 


Dr. Alonzo Augustus Bilisoly, Portsmouth, aged 67, died recently 
of Hodgkin’s disease. 
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Dr. Frank Hancock, Norfolk, aged 65, died August 15. 

Dr. James Carter Giles, Danville, aged 62, died July 29, 

Dr. Samuel Walthall Budd, Richmond, aged 55, died July 17. 

Dr. William Andrew Brumfield, Farmville, aged 63, died re- 
cently. 

Dr. Luzerne Coville, Arlington, aged 72, died June 23. 

Dr. Guy Ira Lawless, Danville, aged 42, died June 13. 

Dr. Samuel Thomas Anderson Kent; Ingram, aged 79, died re. 
cently of senility. 


WEST VIRGINIA 


The West Virginia State Medical Association has elected the 
following officers for the coming year: Dr. Ray M. Bobbitt, 
Huntington, President; Dr. Harold D. Gunning, Ronceverte, Dr, 
James L. Blanton, Fairmont, Vice-Presidents. 

Dr. W. P. Hamilton, Health Officer of Logan County, is taking 
a year’s training in Public Health at Johns Hopkins University, Bal- 
timore. 

Dr. Edwin Cameron, formerly of Baltimore, has been made 
Health Officer for Monongalia County. 

Dr. Thomas Blake, formerly of Baltimore, has been made Di- 
rector of County Health Work. 

Dr. Albert M. Price, Charleston, formerly Director of County 
Health Work, State Department of Health, has been made Col- 
laborating Epidemiologist and Director of the Division of Com- 
municzble Diseas-s. 

Dr. N. G. Angstadt, formerly of Reading, Pennsylvania, has 
been made Health Officer of Wetzel County. 


DEATHS 


Dr. Ashbel F. Ruble, Elm Grove, aged 70, died August 16. 

Dr. Homer Allen Walkup, Mount Hope, aged 59, died August 19 
from a heart ailment. 

Dr. Hiram B. Martin, Huntington, aged 57, died August 23. 

Dr. McLeod Gillies, Charleston, aged 45, died June 21 of 
spontaneous pneumothorax of the right lung. 

Dr. Chase Adam Shafer, Chester, aged 50, died June 26 of 
carcinoma of the colon. 


A DEPENDABLE TONIC 


in general debility, convalescence and 
asthenia—conditions basically due to 
lowered energy liberation. A tonic 
which influences the nutritional sup- 
ply from which all the energy of the 
body is derived is rational therapy. 


G. W. CARNRICK CO. 


20 Mt. Pleasant Avenue 


BOTTLES OF 6 OUNCES 


Newark, N. J. 
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SULPHUR THERAPY 


No therapy serves better than sedation in correcting the emotional imbalance 
of the patient. A mild sedative often accomplishes remarkable results in help- 
ing to differentiate functional from organic conditions; converting the psycho- 
somatic into an optimistic and well individual. 

Clinical results convince observers that SOLFOTON, a synergistic combination 
of Poythress Colloidal Sulfur and Phenobarbital, gives an alterative and sedative 
action not equalled in either drug when 


administered separately. 


ORAL ADMINISTRATION 
SOLFOTON: tablet contains 


Poythress Colloidal Sulfur gr. 1, and 
Phenobarbital gr. %4.* 


SOLFOTON with ATROPINE: Each 


tablet contains Atropine gr. 1/200, 


Poythress Colloidal Sulfur gr. 1, and 


Left tube: Flowers of Sulfur settling out Phenobarbital gr. 1%.* 
of suspension. Right tube: Stable sus- 
pension produced by Poythress Colloidal 
Sulfur, a substance with properties char- *Each trade package advises: “Should be 


acteristic of itself. taken only under medical supervision.” 


Literature and samples sent upon request. 


RICHMOND. 


SMJ—10-38 


SINCE 1856 
Manufacturers of Fine Pharmaceutical Specialties 
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of Pregnancy due 


UCH common neuritic symptoms of pregnancy as pains in arms and 
legs, muscle weakness, and (less frequent but more serious) paralysis of 
the extremities may result from a shortage of antineuritic vitamins, recent 
investigations appear to show. Although neuronitis of pregnancy has long 
been considered a toxemia, no toxins have ever been identified. 

Clinical observations of Strauss and McDonald lead to the conclusion 
that the condition is a dietary deficiency disorder similar to beriberi, caused 
by lack of vitamin B,, complicated by symptoms which may be traced to 
shortage of vitamin G. They report recovery in their cases receiving this 
therapy, including dried brewers’ yeast. 


Hyperemesis as Cause of Avitaminosis 


Wechsler observes that all cases of polyneuritis of 
pregnancy recorded in the literature were preceded by 
long periods of severe vomiting. “It would seem,” he 
adds, “that because of actual starvation these patients 
suffered from avitaminosis and consequent neuritis,” a 
view likewise held by Hirst, Luikart, and Gustafson. 
Plass and Mengert observe that the practice of giving 
high carbohydrate feedings for hyperemesis gravidarum 
is still more likely to cause avitaminoses B and G. 

Dried brewers’ yeast, as it is far richer than any other 
food in vitamins B, and G, is being used with benefit 
both in the prevention and treatment of polyneuritic 
symptoms of pregnancy. Lewy found that additions of 
yeast to the diet reduced electric irritability of the 
peripheral nerves and brought clinical improvement. 
Vorhaus states that he and his associates, after admin- 
istering large amounts of vitamin B, to 250 patients 
having various types of neuritis, including that of 
pregnancy, observed in about 90% of cases “varying 
degrees of improvement, i.e., from partial relief of pain 
to complete disappearance of all symptoms.” 


Need for Vitamins B and G in Lactation since the management of polyneuritis of presnancy is dill 
Evans and Burr, Hartwell, Sure and co-workers, and Macy et al are 
among numerous authorities who find that the nursing mother also —_ and most of the anti-neuritic factors, vite 


needs supplements of vitamins B; and G, from 3 to 5 times the — and G, is ae ee Yeast Neng Consieting 
: F : of nonviable yeast, they offer not less than 25 International 
normal requirement. Tarr and McNeile report that the physical, vitamin 8: units ond 42 Sherman viemin G unis OTE 


mental, and emotional status of 120 pregnant and lactating women : § 250 and 1,000 
receiving Mead’s Brewers Yeast and other foods high in vitamin B : —— = — Pao rm 
was superior to that of a control group of 116 women. aoe - . 


Please enclose professional card when requesting samples of Mead Johnson products to cooperate in preventing their reaching unauthorized Late 
Mead Johnson & Company, Evansville, Indiana, U.S. A. 
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In the past a frequent complaint from mothers was the 
expense incurred when the large bottle of 


antiricketic was accidentally upset. 


OLEUM PERCOMORPHUM 


Even if the bottle of Oleum Percomorphum is accidentally tipped over, there is no loss of 
precious oil nor damage to clothing and furnishings. The unique Mead’s Vacap-Dropper* 
is a tight seal which remains attached to the bottle, even while the antiricketic is being 
measured out. Mead’s Vacap-Dropper offers these extra advantages also, at no increase in price: 


Unbreakable 


Mead’s Vacap-Dropper will not 
break even when bottle is tipped 
over or dropped. No glass dropper 
to become rough or serrated. 


No “‘messiness’”’ 


Mead’s Vacap - Dropper protects 
against dust and aie. (Rancid- 
ity reduces vitamin potency.) Sur- 
face of oil need never be exposed to 
light and dust. This dropper cannot 
toll about and collect bacteria. 


Accurate 


This unique device, after the patient 
becomes accustomed to using it, 
delivers drops of uniform size. 


No deterioration 


Made of bakelite, Mead’s Vaca 
Dropper is impervious to oil. No 
chance of oil rising into rubber 
bulb, as with ordinary droppers, 
and deteriorating both oil and rub- 
ber. No glass or bulb to become 
separated while in use. 


“Supplied only on the 50 c.c. size; the 10 c.c. size is still supplied with the ordinary type of dropper. 
OLEUM PERCOMORPHUM 
More Economical Now Than Ever 


MEAD JOHNSON & CO., Evansville, Indiana, U.S. A. 


How to Use 
MEAD'S 
Vacap-Dropper 


Remove both top and side caps. 
Wipe dropper tip. Regulate rate 
of flow by using finger to con- 
trol entrance of air through top 
opening (see below). Oleum Per- 
comorphum is best measured 
into the child’s tomato juice. 
This is just as convenient and 
much safer than dropping the 
oil directly into the baby’s 
mouth, a practice which may 
provoke a coughing spasm. 


MEAD'S 


U.S.Pat.Nos. 2105023 and 101575. 


Please enclose brofessional card when requesting samples of Mead Jobnson products to cooperate in preventing their reaching unauthorized persons. 
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BALANCED 


Throughout woman’s reproductive years a deli- 
cate balance is normally maintained between 


ovarian and other hormones. 


Diminution of the ovarian function disrupts 
this endocrine balance, and is considered to be 
the cause of the vasomotor and psychic reac- 
tions characteristic of the menopause. Theelin 
and Theelol, crystalline estrogenic substances, 
supplementing or replacing the 
deficient ovarian function, are 
of proven value in controlling 
menopausal symptoms during 
the period of endocrine re- 
adjustment. 

For initial relief of meno- 
pausal symptoms injection of 
Theelin in Oil, 2000 interna- 


tional units, two or three times 


weekly,is suggested. This may be supplemented 
by use of Theelol Kapseals by mouth or Theelin 
Suppositories (vaginal) during the intervals™ 


between injections. After the symptoms have™ 


been brought under control, dosage may bem 


gradually reduced. 


Theelin in Oil Ampoules in potenciss’ 
of 1000, 2000 and 10,000 international 
units each, and Theelin Ampoulesi 
(Aqueous), 200 units, are supplied in boxes 
of six and fifty 1-cc. ampoules. Theelii 
Vaginal Suppositories, 2000 interna 
tional units each, are supplied in boxes of 
six. Theelol Kapseals of two strengths; 
0.06 milligram and 0.12 milligram, ar 
supplied in bottles of 20, 100 and 250: 


The World’s Largest Makers of Pharmaceutical and Biological Products 
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